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PRESIDENT’S ADDRESS* 
W. F. Grinsteap, M. D. 
CAIRO, ILL. 

An official address may treat of some aspect 
of the science and art of an organization or of its 
Polity or Policy. In medicine and surgery I 
believe the presentation and discussion of scien- 
tifie subjects should be conceded to the scientific 
assembly and dealt with in the sections. 

Polity deals with the system of government. 

Policy treats of the working out or application 
of the system. For example, the “Polity of our 
government is Republican; but each administra- 
tion has its own Policy.” An official address 
appears more appropriate to the expediencies of 
policy. 

Let us never lose sight of the fact that the 
paramount purpose, the goal of medical organ- 
ization, is scientific advancement of the healing 
art. Our policies are nothing more nor less than 
means to that end. 

During my long experience in medical society 
work, I have sometimes thought that some of 
our professional politicians mistook the means 
for the end; got the cart before the horse. Re- 
ferring to Policy as a means to an end, I am 
reminded of the old saw: “It is not so much 
what people do as the way they do it.” 

Oftentimes effort, of the highest order of ex- 
cellence, is emasculated by the circumstances of 
its application or presentation. I have in mind 
instances of splendid effort that have been prac- 
tically wasted on program. The authors of 
papers have been disappointed and discouraged. 
Their admirable enthusiasm and industry have 
been chilled. When asked again to put their 
shoulders to the wheel of progress the response 
is “Let George do it.” “I took that bait on a 
former occasion and got shelved,” they say. Have 
you ever been on a program which had twice as 


*Delivered at the 71st annual Se st Ag Illinois 
State Medical Society at Springfield, May 18, 


many papers and adresses as were usable and had 
your paper read by title and referred? You had 
spent many long hours in looking up your records 
and consulting standard authorities in elucidat- 
ing your subject. You had anticipated clearing 
the atmosphere about the subject by appropriate 
emphasis in its delivery and by animated dis- 
cussion by your confreres in the section. I have 
seen this thing happen over and over again. It 
is unfair, unjust and uncalled for. The great 
American Medical Association has recognized 
this handicap and taken action upon it. Article 
9, Section 1, of the Constitution of the A. M. A. 
reads as follows: “The scientific assembly of 
the American Medical Association is the convoca- 
tion of its Fellows for the presentation and dis- 
cussion of subjects pertaining to the science and 
art of medicine.” I sat with the House of Dele- 
gates, not as a Delegate, however, at the Atlantic 
City meeting of the A. M. A. in 1919, when the 
following rules for the guidance of the council 
of the scientific assembly, which had been adopted 
at the New York meeting in 1917, were revised 
as follows: 

1. The term “unit” shall signify a single 
meeting of a section at an annual session. 

2. The sections of the scientific assembly 
shall be limited at each annual session to the 
maximum number of three units. 

3. The sections shall not hold more than one 
meeting on each of the days of the annual ses- 
sion during which section meetings are held. 

4. The council on scientific assembly shal! 
apportion the morning and afternoon units at 
each annual session to the several sections. 

In Chapter 14, Section 12, of the By-Laws of 
the A. M. A.. yeu will find the following: “The 
number of papers, including addresses, on the 
Program of any section, shall not exceed twenty- 
five (25). 

Section 13 directs: “A Fellow shall present 
no more than one paper at any scientific as- 
sembly.” 

At our State meeting last year the Surgical 
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Section had 34 papers on the Program and the 
Medical Section had 41. We have only two days 
of section work, Wednesday and Thursday. 

The sections on Thursday afternoon have a 
light attendance. Everybody goes home and the 
essayist, and even the new President, addresses 
too many empty chairs. 

I would like to urge upon our State Society. 
the second largest of all the states, to profit by 
the experience of the greatest medical organiza- 
tion in the world, the A. M. A. We must bring 
out the very best there is in our very best men 
and guarantee them every possible reward for 
enthusiastic effort. 

The foregoing remarks lead logically to the 
consideration of our Delegates, both to the State 
and National Associations. I have had abundant 
cpportunity to observe the creation and opera- 
tion of both. I cannot recall a meeting of either 
which I have not attended for many years. 

Formerly I did not like to attend the proceed- 
ings of the House of Delegates of the A. M. A. 
Its sessions deprived me of the scientific work 
of the sections which, after all is said and done, 
is the main purpose, the backbone, so to speak. 
of all medical organizations. It is the end to 
which everything else is the means. After I had 
served our State Society once as Delegate to 
the A. M. A. I was entirely willing that other 
Fellows should have the honor in the future. S« 
many Fellows had the same feeling on the sub- 
ject. that our professional statesmen opened 
their eves or had their eyes opened to the fact 
that our best men were shying away from the 
business and legislative functions of our big 
organization and that disaster was pending as 
a consequence. 

Some method must be devised to eliminate this 
conflict between the scientific assembly and the 
administrative necessities of organization. The 
consequence has been that the House of Dele- 


ing the general opening sessions on Tuesdays; 
and the latter, which formerly convened Tues- 
day mornings has been changed to meet on Tues- 
day evenings. This plan enables the House of 
Delegates to clean up the greater part of its 
annual business before the work of the sections 
starts, thereby permitting those who bear the 
business and legislative burdens of the big or- 
ganization to participate in the work of the 
scientific assembly. 


June, 1921 


Now, for the several years following this 

change, I find myself arriving in the city where 
the annual sessions are held on Sunday even- 
ings preceding and attending the sessions of the 
House of Delegates the same when I am not a 
Delegate as when I am a Delegate. The pro- 
ceedings are of absorbing interest and educational 
in a way. That is to say that one observes the 
methods of big business and the parliamentary 
usage of statesmen in executing the greatest 
amount of work in the shortest period of time. 
One gets a glimpse of the wide scope of activities 
of the scientific army that dispense such a world 
of health and happiness to mankind. In this 
connection I may be pardoned for reminding 
you that many Delegates are elected by our county 
and state societies because they are good fellows 
and we like them and want to compliment them. 
This is a mistake. There is a vast difference 
between a good fellow and a good Delegate. 
although one may be both. A good fellow may 
stay at home and not attend the meetings or he 
may attend the annual sesions but put in his 
time sight-seeing and having a god time and 
rarely take a look-in at the sittings of the House 


of Delegates. This loses to his county or state its 
representation in the parent body. Any of you 
can verify the truth of these statements at the 
annual meetings if you care to do so. 

In selecting delegates we should always keep 


in mind these questions: Is he good delegate 
timber? Will he attend the meetings? Will 
he attend the sittings of the house after he gets 
to the meeting? Now, gentlemen, these ques- 
tions are not idle but are of great importance. 


Tue Norsine SITvaTION 


The Doctor’s best friend and the patient’s 
neat best friend is his nurse. On three occasions 
in my span of life I have been at death’s door: 
first, with broncho-pneumonia; second, with ty- 
phoid fever; third, with cholecystitis. What did 
my nurses do? By their loyal, faithful co-opera- 
tion with my physicians and surgeons they kept 
me out of the hands of the undertaker. That’s all. 
Don’t ask me about the esteem in which I hold 
the trained nurse. Let the above statement an- 
swer. 

Several years ago I determined to saddle upon 
myself the self-imposed task of attempting to 
start a training school in a hospital of about 75 
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beds at that time; but now building for a capac- 
ity of 115 beds in a city of about 15,000 people. 

The city had one other hospital but it wa 
owned and operated by our “Uncle Sam” and 
was open to marine patients only. I found I ha:! 
an up-hill pull. Our only hospital open to all 
classes and occupations of people was owned and 
operated by an order of sisters who were faith- 
iully doing the very best they knew but not one 
of them had ever seen a training school for nurses 
and, therefore, not profoundly impressed with the 
advantages of a training school education for 
nurses. I made practically no progress for a few 
years. Finally 1 went down to New York for 
some post graduate work and sought the ac- 
quaintance of an unusually capable superintend- 
ent of a large training school for nurses who 
was good enough to sacrifice much of her valu- 
able time in telling and showing me the salient 
features of the practical operation of a training 
school for nurses. Following these conferences 


| sent her to the book stores to select a full set 
of books on all the branches taught in the best 
training schools. These were boxed and shippe:| 
ut my expense to St. Mary’s Hospital, Cairo, 
lll. When they were opened up our sisters read 
them eagerly and were soon co-operating with 


ine enthusiastically in the organization of a train- 
ing school for nurses which is now an establishe«|. 
going, successful school. 

This experience with the added exigencies of 
nursing created by the world’s war have firmly 
impressed some lessons upon me that I hope +: 
see worked out practically in solving the nursing 
problem. 

Not only the medical profession but the lay 
public have been familiar with the scarcity of 
competent nurses and their fees for service that 
placed them beyond the reach of people of mod- 
erate means. Even some of our hospitals have 
been almost begging for nurses. The situation 
has grown intolerable and a remedy must be 
found. Let me give you an example from my 
personal observation. Some young people, mar- 
ried less than two years, were on the anxious seat 
over the prospect of their first baby. Like many 
young married people they were not abundantly 
financed but were determined to draw liberally 
wpon their small bank account, or even their 
credit, for the safety of a trained nurse. They 
appealed to me to assist them in securing this 
service. On the afternoon of the same day of the 
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appeal, I chanced to see three trained nurses hav- 
ing a little group conference. I interrupted them 
to lodge the above appeal with them. One of them, 
acting as spokeswoman, named a price that sur- 
prised, not to say provoked me. A few days later 
I was supplied with a fee bill that had been 
adopted by these young women that announce 
$60 per week for obstetric nursing. Now, 
candidly, how many families have you gentlemen 
on your list, in general practice, who can afford 
to add this to the other expense incident to the 
arrival of a new baby? Now it just happened 
that my colleagues and myself had donated our 
service in helping to educate these young women 
who had been admitted from families of middle 
class people, who are the best in the world, and 
whose parents had been able to give them a hig! 
school education. I don’t need to tell you about 
the talk they put up in justification. It is the 
old story of human nature in humanity. A- 
confessed to you in my previous remarks, nw 
class of people is more popular with me than the 
trained nurse and it really distresses me to see 
them put themselves out of business, as the 
surely do, by such uncharitable methods. 

Some of them are now heaping anathema- 
upon me because I pointed out their error ani! 
aligned myself on the side of the sick and in 
jured and with our good women who assume the 
noble duties and responsibilities of motherhoo! 

We have all noticed the modern tendency «! 
organized nursing toward a nursing aristocrac\ 
About a year ago a symposium of the nursing 
problem was read and discussed before the Chi- 
cago Medical Society. Such capable and well! 
known medical statesmen as Charles E. Humis- 
ton, Edward H. Ochsner and Malcolm L. Harri- 
und others presented an array of facts and con 
clusions anent the subject. The following ex 
cerpt is taken from Dr. Harris’ paper: “We ar 
up against a serious proposition. We cannot get 
away from it. There are one or two hospital- 
that have large affiliations that can get girls. Bu 
the hospitals throughout the United States ar 
having great difficulty in getting nurses. It i- 
not a local situation entirely. At the meeting 
of the American Medical Association, held two 
weeks ago in New Orleans, where I had an oppor 
tunity of communicating with every state in the 
Union, I found that other states are in the same 
fix that we are in Illinois in regard to the nur 
ing profession. Several said to me, ‘I wish you 
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would come down to our state and help us out. 
That is the situation all over the country, and 
it has come about by nursing organization mak- 
ing a deliberate and concerted attack throughout 
the entire country to dominate and control hos 
pitals, as has been expressed publicly by tlic 
president of the organization here: ‘It is the in- 
tention of the nurses to retain control of the 
hospitals.’ Those were her words. ‘That senti- 
ment has been fostered by the organization 
throughout the entire country, and the hospitals 
through the country are suffering under that to- 
day. The nurses are constantly growing fewer and 
fewer. How to remedy it is a serious question. In 
all lines of employment there is a shortage of help 
due to general conditions, but the shortage o! 
nurses has been growing ever since the first 
registration act. From that time on there has 
been a tendency to limit the supply and increase 
the training until the girls have been overtrained 
as nurses. They have been trained out of tl 
field of waiting on the sick and have become 
advisers of the sick. That was perfectly evident 
in the bill they introduced a year ago, wher 
they attempted to make two classes—advisory 
nurses who were to give all instructions and «! 

all the teaching, and advise patients at the bed- 
side, and the menial nurses who were to do all 
the work. The menial nurse could never do 
anything else. She was kept for that purpose 
and never allowed to get out of that position. 
The real nurse was to boss her. The real nurse 
was to have all the advisory positions, all the 
public health positions, all teaching positions and 
all supervising positions and everything of that 
kind. Other nurses could never have a position 
of that kind under the law, but were kept to do 
menial work. Of course all these conditions 
were wiped out of the bill.” 

In the same symposium, the much-talked-of 
and sometimes-talking, health commissioner of 
Chicago, Dr. John Dill Robertson, declared that 
the patron saint of the modern trained nurse, 
the Angel of that deadly Crimean War, Florence 
Nightingale, had received only three months 
training in a German training school. He said it 
was a mistake to call nursing a profession ; nurs- 
ing was housekeeping for the sick. 

In his presidential address before the American 
Medical Association in June, 1918, Dr. Arthur 
Dean Bevan used the following language: “Nurs- 


June, 1921 


ing training camps and training schools can be 
deweloped in our army and navy cantonments 
where women can be developed into most useful! 
war nurses with an intensive three months’ train- 
ing and meet the needs of the Government. The 
surgeon-general of the army has already taken 
steps to encourage these nurses’ training schools. 

These facts and eminent opinions, together with 
my long experience as a practicing physician ani 
surgeon and promoter of a training school for 
nurses, form the basis of my personal opinion 
of the problem of the trained nurse and thi 
present intolerable nursing situativ.. 

At our training school many fine young wom 
have inquired about the terms of admission, who 
had finished grammar school. They were turned 
away because we would not be allowed on the 
approved list. We wanted to be respectable. \. 
wanted to measure up to the standard that ha: 
been pointed out to us. 1 believe they ought to be 
admitted. I know we can make splendid nurses 
out of them. 1 know we very much need them. 

They may not have had lessons in elocution. 
They may not render eloquent readings, with 
thrills, for the entertainment of the sick heiress. 
They may not have had a course in art and 
therefore not qualified to produce comic draw- 


ings for the amusement of sick children ; but they 
will go to the kitchen and prepare their food 
properly ; and they will relieve the sick child and 
the sick heiress of the vexatious delay in sum- 
moning an orderly or pupil nurse to enter or 


exeunt a commode. If she has good common 
sense and the enthusiasm to make good in her 
work, she can be trained to render satisfactory 
service to doctor and patient. Moreover, she can 
qualify in two years in a properly equipped and 
well appointed training school. After she has 
qualified and has been authorized to enter upon 
her work, if she decides to specialize in admin- 
istrative nursing, in obstetric, pediatric or 
surgical nursing, let her take a post-graduate 
course of training for that purpose. 

After all is said and done I wish to declare 
my eternal allegiance to the trained nurse. | 
will never forsake her. Just now she needs to 
be protected against herself. ‘The medical pro- 
fession will stand by her. She is the doctor’s 
best friend. Next to the doctor, she is the 
patient’s best friend. There is no better wife, 
there is no better mother than the trained nurse. 
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PNEUMOCOCCUS PERITONITIS* 


Victor F. MarsHat.t, B. S8., M. D., F. A. C. S. 


APPLETON, WISCONSIN 


The surgeon still continues to meet with some 
cases of peritonitis in his practice, although the 
number met with each year becomes lessened. 
The number met with by any individual surgeon 
of pneumococcus peritonitis up to the present time 
has been limited. During the years 1918 and ’20, 
two cases of pneumococcus peritonitis have come 
under my observation and which furnish the 
basis for the following remarks. 


The history of case 1 is as follows: 


Case 1. Dorothy G., age 2% years, entered St. 
Elizabeth Hospital, March 15, 1918, referred by Dr. 
Finney. Her previous history was negative excepting 
that she had recovered from a lobar pneumonia which 
had its onset three weeks previously. The temperature 
had been normal for more than a week, and three 
days previous to her entrance into the hospital she 
complained of abdominal pain; some vomiting and 
diarrhea were present. The temperature upon her 
admission was 104 degrees F., the pulse 140. Upon 
examination the right rectus revealed a slight rigidity 
with the evidence of a moderate tumefaction subum- 
bilical and to the right. The blood revealed a leucocy- 
tosis of 28,000. A diagnosis of a perforated appendix 
was made. Upon opening the abdomen a seropurulent 
fluid, odorless, of a yellowish-green color, appeared. 
The coils of intestines were injected. Upon bringing 
the appendix to view I was surprised to find it normal 
in appearance. It was deemed advisable to remove 
it as the patient was not subjected to any marked 
additional danger in its performance. Some of the 
material was taken for bacteriological examination. 
Tube drainage was used and the usual treatment for 
peritonitis was instituted, i. e., Fowler position and 
proctolysis. The first few days of the patient’s con- 
valescence were somewhat stormy and excepting for 
a spell of crying a week later, when an evisceration 
occurred and which necessitated resuture of the 
abdominal wall, complete recovery ensued. My lab- 
oratory reported an unmixed presence of penumococci 
organisms which agreed with the report of an exam- 
ination of the same material sent to the State Hygienic 
Laboratory at Madison. 

Case 2, Anita V., Medina, Wisconsin, aged 5 years, 
referred by Dr. Ott, entered St. Elizabeth Hospital, 
January 18, 1920. Her health had been normal up 
to four days previous to the onset of her present 
illness. The illness began suddenly with a high tem- 
perature, vomiting, frequent bowel movement and pain 
in the lower abdominal region. 

Upon examination the little patient was found to 
be intensely ill. The temperature was 105.4 degrees 


*Read before Annual Assembly, 
Society, Oct. 4, 5, 6, 7, 1920. 
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per rectum, pulse 150, and evidences of a severe 
toxemia were present, as manifested by a slight 
cyanosis and some dyspnea. The abdomen was not 
markedly rigid, yet there was present a right subum- 
bilical tumefaction. The leucocytic count was 40,000 
with a marked preponderance of polymorphonuclears. 
It was evident that a peritonitis existed but with an 
obscure origin. The present symptoms were incom- 
patible with those produced by a perforation of an 
intra-abdominal viscus. A peritonitis of pneumococcus 
origin was thought of, for the information obtained 
in our experience with the previous case was still 
vivid in our memory. An abdominal exploration was 
deemed advisable, and to which she was subjected. 
Upon opening the abdomen a marked amount of 
seropurulent fluid, yellowish-green in color and odor- 
less appeared. It was then plainly evident that we 
were dealing with the same condition as in the previous 
case reported. Some of this exudate was taken for 
bacteriological examination. The reports of the State 
Hygienic Laboratory by Dr. Stovall and my own 
laboratory were agreed as to an unmixed strain of 
rneumococcus. It was not typed. This little patient 
had a most stormy convalescence, but she finally re- 
covered and was dismissed from the hospital March 
27, 1920. During this period it was necessary to make 
a suprapubic incision to give exit to an accumulation 
of pus which developed in that region. A few days 
later a pneumonia appeared in the right lower lobe 
which resolved. Follewing, an acute nephritis appeared 
which subsided after a week. Metastatic abscesses 
then appeared in various parts of the body which 
were incised and the contents evacuated. An auto- 
genous vaccine was made and used assiduously, but 
with apparently no avail. The condition of the little 
patient was truly alarming, for it appeared that she 
would not recover. Her emaciation was most extreme. 
As a final resort it was thought to use heliotherapy, 
“with nothing to lose and everything to gain.” The 
little patient was therefore subjected to the sun’s rays 
in a nude condition and with the most happy results, 
for within a very few days convalescence appeared 
and her full recovery ultimately ensued. 

There is no doubt that this disease has a clin- 


ical entity and which is characteristic. 
Summary of cases reported: 


Von Brunn in 1903, collected 57 cases of pneu- 
mococcus peritonitis in children and 15 adults; 
by 1906, Annand and Bowen state 91 cases were 
recorded mostly in children. Additional cases 
to this list are recorded by C. R. Belgrano, 
Reforma. Med. April 7, 1917; 4 cases by Abt. 
A. I. N. Y. M. J. April 28, 1917; one case by 
Meredith, E. W. P. M. J. 1918; one case by Mac 
Williams, H. H. Brit, M. J. Feb. 22, 1918; one 
case by Edwards E. R. and Noble F. B. J. Ind. 
M. A. April 1, 1920; and the two cases occurring 
in my own practice, making a total of 102 cases. 
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Syms in a careful review of the literature of 
pneumococcus peritonitis states: 

“Tt is a disease particularly affecting children. 
Up to the fifteenth year of age it is three times 
as prevalent as after that period. 

“Tt is much more frequent among girls than 
among boys in the proportion of three to one. 

“Tt may occur: 1. as the only local manifesta- 
tion ; 2. as a sequel to some previous site of pneu- 
mococcus infection, i. e., lung, pleura, peri- 
cardium, ear, ete., or 3. as a part of a general 
septicemia in which other organs are simultan- 
eously involved. 

“It is found in two varieties; 1. As a diffuse 
general peritonitis and 2. an encysted or localized 
process. Some claim that these two conditions 
represent stages of the disease, and that there is 
always a diffuse peritonitis at first which later 
becomes localized by intestinal adhesions. Others 
(Michaut) claim that there are two distinct va- 
rieties of the diffuse.” 

Upon the other hand some writers contend 
these varieties are produced by a difference in the 
virulency of the same organisms, and so are dis- 
tinct types. 

Again quoting Syms: 


“The first stage is that of toxemia, the child 


being overwhelmed by the poison. There is a 
great depression and the patient is much more 
ill than the abdominal symptoms would indicate. 

“The second stage is characterized by abdomi- 
nal symptoms; the signs of advancing peritonitis. 

“The third stage is characterized by a contin- 
uance of the signs of peritonitis with effusion. 
During this period there is often an abatement 
of the active signs of toxemia. The tempera- 
ture may fall and the patient may seem decidedly 
less ill. If the pus has become encysted or local- 
ized there will be signs of intra-abdominal abscess 
or abscesses. The abdomen becomes distended ; 
this particularly relates to the lower part of the 
abdomen, for the disease is usually subumbilical. 
When loculation has taken place there is usually 
an irregular swelling of the abdomen, one side 
being affected more than the other. One char- 
acteristic of the disease in its late stages is the 
protrusion of the umbilicus and its final perfora- 
tion. There have been many reports of the dis- 
charge of pus through the umbilicus and this 
seems to be a condition almost peculiar to the 
disease. The discharge will be of the character- 
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istic greenish-yellow, serofibrinous, odorless 
pus.” 

“Hector Cameron states his position very 
clearly when discussing the question of treat- 
ment. He regards the diffuse form of peritonitis 
as belonging to the early stage and not as repre- 
senting a distinct type of the disease. 

“Whether diffuse pneumococcus peritonitis is 
an early stage or a special form of the disease, 
the fact remains that it represents the period or 
condition of the utmost gravity. Annand and 
Bowen, analyzing 91 cases that had been bac 
teriologically studied and satisfactorily reported. 
found in the diffuse form a mortality of 86 per 
cent. In the same series of cases in the encysted 
form there was a mortality of but 14 per cent. 

“In the same article Annand and Bowen de- 
scribe 16 cases which had occurred in the East 
London Hospital for Children. All of the 16 
of these cases were of the diffuse variety. Death 
resulted in all 16, showing a mortality of 100 
per cent.” 

Etiology: Abt states: “The disease represents 
a specific infectious process, but the route is diffi- 
cult to establish. Two groups are recognized: 1. 
the primary or idiopathic; 2. the secondary, in 
which the peritonitis is subsequent to some pre- 
existing pneumococci lesion elsewhere, pleuro- 
pneumonia being the most common, and otitis 
media the next distinctive type is justified, al- 
though this path of invasion is obscure.” 

Fishbein in his clinical article on “The Bac- 
teriology of Peritonitis” states: “The anatomical 
character of the inflammation does not bear any 
relationship to the nature of the primary lesion 
when such exists, nor does it seem to be in- 
fluenced by the presence of various bacteria alone 
or in combinations of various kinds. Various 
bacteria or the same bacteria cause the same or 
different forms of peritonitis.” 

Symtomatology: The disease presents a clin- 
ical picture that is characteristic and which 
should lead to diagnosis in the most primary 
cases. Its characteristic signs are sudden onset, 
extreme toxemia, vomiting and diarrhea, very 
high temperature, and a very high leucocytosis 
with a high polymorphonuclear count. There is 
a notable absence of local pain, local tenderness, 
and local rigidity as compared with appendicitis 
or perforation peritonitis. Some have described 
the abdomen as having a “doughy” feel. Added 
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to all this is the pneumonia aspect-cyanosis, 
slight dyspnea, great depression, etc. 

Diagnosis: A correct diagnosis of this con- 
dition is all important. We must decide whether 
the case is or is not one of pneumococcus peri- 
tonitis and if it is pmeumococcus whether it is 
diffuse or encysted as operation is not indicated 
in the former, but decidedly so in the latter. 
The important points in the diagnosis are sud- 
den onset, with no prodromal symptoms, the 
presence of an extreme toxemia and depression. 
It is often ushered in with a chill. High tem- 
perature is characteristic with a very high blood 
count, from 20,000 to 40,000. Diarrhea may ap- 
pear early or be developed in a day or two. Peri- 
tonitis with diarrhea should always make one 
suspicious of pneumococcus. Early drowsiness, 
restlessness, and delirium point to the involve- 
ment of the nervous system from the intense 
toxemia. A condition we frequently find in 
pneumonic affections of the lungs. In pneumo- 
coccus peritonitis the constitutional symptoms 
overshadow the abdominal findings in contradic- 
tion to the early stages of a perforative appendi- 
citis. There is no distinct point of tenderness. 
The abdomen has a peculiar “doughy” feel. The 
presence of fluid may be determined and is us- 
ually subumbilical and unilateral. A blood ex- 
amination is of the utmost importance as it may 
reveal a bacteremia. 

J. Dub states: “Pneumococci have been found 
in the urine even from the earliest phase of the 
peritonitis.” Upon opening the abdomen evi- 
dences of a peritonitis are found with no local 
point of origin. The appearance and character 
of the exudate consisting of an odorless, seropur- 
ulent, yellowish, green color, containing a great 
amount of fibrin is significant. 

Treatment: Most operators are agreed that 
an expectant treatment is to be pursued in those 
cases of pneumococcus peritonitis of the diffuse 
variety ; this treatment should be open air, helio- 
therapy, supportive, proctolysis, and the Fowler 
position. 

Operation is indicated and advisable where the 
exudate has become loculated, and where the 
extreme toxemia and depression have subsided. 
The dictum of J. B. Murphy still holds good, 
“Where there is pus, evacuate—get in quickly 
and out hurriedly.” Serum treatment has a legit- 
imate use here as elsewhere in the body in pneu- 
mococci peritonitis. 
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Conclusions: 1. Pneumococcus peritonitis is 
a disease of childhood affecting principally girls. 

2. Its onset is sudden, manifested by a severe 
toxemia, and a very high mortality. 


3. Two forms are distinguishable 1. diffuse, 
2. encysted or loculated. 
4. The symptomatology is characteristic. 
5. ‘Treatment is 1. expectant and supportive, 
2. surgical, 
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ABSCESS OF LUNG* 


Cuartes Moz, M.D. 
MURPHYSBORO, ILL. 


Abscess of the lung is not noted for its rarity 
today, although not many years back it was 
looked upon as a rare condition. While some 
writers try to make a distinction between abscess 
and gangrene, this is usually impossible for they 
are often combined. The case I report today 
I consider one of abscess pure and simple. 
Usually it is a process which has reached the 
lung through a neighboring structure. Recently 
our medical literature has been full of reports 
of abscesses of the lungs following tonsillectomies 
under a general anesthetic. In most of these 
cases, the infection is by inhalation. Most 
abscesses of the lungs follow pneumonia. In 1200 
cases observed by Frankel 2 per cent had 
abscesses. In Massachusetts general hospital in 
50 cases of pneumonia coming to necrospy, 14 
had abscesses. 

Our recent influenza epidemics were noted for 
pneumonic complications. At Bellevue Hospital 
in 45 necropsies, 16 pulmonary abscesses were 
found. During 1916, the Mayo Clinic operated 
on 16 cases of lung abscesses and the etiologic 
factors were classified as follows: 

Pneumonia post operative 
Teeth extraction 
Tonsillectomy 
Gastro-enterostomy for ulcer 
Grip 

Traumatic pneumonia 
Questionable 

The case I wish to report is one of an Italian 
boy, 4 years old, who was brought to my office 
with an infection of the gums around ‘the molar 
teeth of the left upper jaw. His face was swollen 
on this side. I lanced the gums, getting pus 
and gave the parents a permanganate of potash 
wash. Did not see the boy again for several 
days as is characteristic of this race to either 
change doctors frequently or come to the office 
as they think they need to. When they did bring 
him back the swelling of the face had subsided, 
but the two teeth were very loose and I referred 
them to a dentist to have the teeth extracted. 
Did not see him again for about one week, when 
they called me to the house and I found a well 
marked abscess in the palate. This I lanced 
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with a copious discharge of pus. His mouth 
symptoms from this time improved rapidly. In 
about three weeks they brought him to the office 
on account of a hacking cough, loss of appetite 
and emaciation. Temperature was 101, and the 
boy looked decidedly septic. Ile complained of 
a pain in the right axillary region. There was 
dullness in the upper right apex, and large gur- 
gling rales. There was slight bulging of the 
second and third intercostal spaces to outer side 
of chest on this side. Aspiration with a hyper- 
dermic easily struck pus. I took the boy to the 
hospital and under local anesthesia dissected be- 
tween second and third ribs and easily got into 
an abscess. There was four ounces of thick yel- 
low pus, and the cavity was about three inches 
deep, pointing toward axilla posteriorly. I put 
a tube to the bottom of the cavity. This was 
removed in seven days as it quit draining, and 
the boy returned to normal in a short time. 

I report this case as one of inhalation type, 
with an unusual situation of the abscess, being 
at the apex and in front. 





CANCER OF THE PANCREAS: POST- 
MORTEM REPORT* 


Joun D. Haywarp, M.D. 
ST. LOUIS, MO. 


The clinical and laboratory manifestations of 
a neoplasm whether malignant or benign have a 
definite relation to the functional disturbance or 
the organ primarily involved, and to that of any 
other organ secondarily affected through either 
a metastasis or pressure from the new growth. 

In order to thoroughly comprehend the sig- 
nificance of the clinical, laboratory and post- 
mortem findings in the case to be reported, I 
deem it expedient to briefly review the anatomical 
relations and functions of the pancreas. The 
pancreas lies retro peritoneal. A great part of 
the gland is in the epigastrium but the tail and 
a portion of the body extend into the left hypo- 
chondrium. The inferior part of the head pro- 
jects below the subcostal plane into the umbilical 
region. The head almost surrounded by the 
duodenum lies opposite the second and upper 
part of the third lumbar vertebrae. The body 
passes to the left behind the stomach and is 


*Read before Southern Illinois Medical Association, Car- 
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opposite the first lumbar. The tail is in contact 
with the spleen. 

The pancreas is located in a vascular zone 
sustaining close relations to important blood 
vessels which accounts for the vascular phenom- 
ena occurring when these structures are pressed 
upen by certain tumors involving the gland. 
Immediately behind the head are the aorta, in- 
ferior vena cava, right renal vessels, and the left 
renal vein. The superior mesenteric vessels pass 
forward through the pancreatic notch. The 
splenic vessels run along posterior to the gland, 
and just behind the neck the splenic and superior 
mesenteric veins unite to form the portal. Im- 
mediately before this union takes place the splenic 
receives the inferior mesenteric veins from the 
descending colon, the sigmoid, and rectum, and 
usually the right gastric vein from the greater 
curvature of the stomach. In ninety-six dis- 
sections made by the students when I had charge 
of an anatomical laboratory, there were present 
two pancreatic ducts in seventy-four of the series. 
The main pancreatic duct usually unites with 
the common bile duct, both emptying into the 
duodenum by a common orifice three and a half 
to four inches below the pylorus. Before the 
two ducts unite, the common bile duct passes be- 
tween the head of the pancreas and the duo- 
denum. The accessory pancreatic duct empties 
into the duodenum three-fourths of an inch above 
the orifice of the main duct. Someone has called 
the pancreas the “abdominal salivary gland.” 
It differs from the salivary gland in that it 
not only has an external secretion which is es- 
sential to proper digestion, but it contains groups 
of cells, the “Islets of Langerhans,” which elabo- 
rate an internal secretion, essential to normal 
metabolism, and influence the assimilation of 
sugar. A malignancy involving the Islets of 
Langerhans produces a hyperglycemia and a 
glycosuria. These two phenomena occurring in a 
diseased pancreas are positive contra-indications 
for any operative procedure. The external se- 
cretion of the pancreas, or that conveyed through 
the duct into the duodenum, contains certain 
ferments; trypsin which converts proteids into 
peptones and amylopsin which acting on stareh 
converts it into maltose and then glucose. It 
also contains rennet, or a milk curdling ferment. 
Oils and fats are emulsified and saponified by 
the pancreatic fluid. There remains some differ- 
ence of opinion among physiological investigators 
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as to whether these processes are brought about 
by a ferment called steapsin. 

The case which I wish to report is indeed inter- 
esting because the clinical, laboratory and post- 
mortem findings thoroughly establish a complete 
disturbance of function in the gland, also involve- 
ment of all the structures I have enumerated as 
related to it. 


An American farmer, aged 62 years, family and 
past history negative; about a year ago began hav- 
ing digestive disturbance with loss of appetite 
and a gradual loss of weight. Three months 
later jaundice gradually developed. This came on 
without any pain and has steadily increased until at 
the present time, May 20, 1920, the skin has a 
deep green-black tinge. There is intense prostra- 
tion, patient is very feeble and wasting is extremely 
rapid. A vear ago his weight was one hundred 
ninety-five pounds. At present he weighs one hun- 
dred twenty, having lost forty pounds in the last 
two months. The patient has frequent passages 
of bulky, white or clay-colored stools and occa- 
sionally there is slight hemorrhage from the rec- 
tum. Nausea is almost constant with an occa- 
sional blood-stained emesis. For several weeks 
there has been edema of the lower extremities and 
considerable distension of the abdomen. Physical 
examination revealed a very much emaciated sub- 
ject with skin deeply jaundiced, heart and lungs 
negative reflexes normal, and abdomen distended with 
dullness in flanks, below splenic area and over the 
epigastrium. In the latter location a well defined 
tumor could be palpated. Below the ninth costal 
cartilage a soft round mass, about the size of an 
orange could be made out. On the following day 
two hundred forty ounces of fluid were withdrawn 
from the abdomen by tapping. The fluid rapidly 
accumulated again and the patient died four days 
later after twenty-four hours of delirium. 


Laboratory Report. The fluid removed by tapping 
was stained with blood and bile, specific gravity 
1010. The sediment contained 70 per cent lym- 
phocytes and 30 per cent endothelial cells. The 
Wassermann reaction was negative. Hemoglobin 
70 per cent; red cells 2,900,000 and leucocytes 9,000. 
There was a hyperglycemia, the sugar output being 
about four-tenths of one per cent. The results of 
urine analysis were as follows: color, dark brown, 
reaction, acid specific gravity 1035, sugar, acetone 
diacetic acid and bile, positive, slight traces of 
albumin, few erythrocytes and many leucocytes and 
epithelial cells, some hyaline casts and an abun- 
dance of calcium salts. The feces were acid in 
reaction and showed presence of occult blood, an 
abundance of undigested fats and proteids in the 
form of meat fibre. 

Post-mortem Findings and their Significance. The 
postmortem examination revealed a tumor of un- 
usual size, involving the head, neck and part 
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of body of pancreas, with an infiltration of pos- 
terior wall of stomach and pressing upon sur- 
rounding structures. The common bile duct was 
obstructed which accounted for the jaundice, the pres- 
ence of bile in the urine and that found in the fluid 
removed from peritoneal cavity. It also contributed 
to the change in color and constituency of the 
stools. The pancreatic duct was occluded, thus 
producing the steatorrhea and azotorrhea. The 
gall bladder was greatly distended. This was the 
soft round mass felt below the ninth costal cartilage 
during clinical examination. A distended gall blad- 
der with undigested fats and proteids in the stool, is 
strongly suggestive of pancreatic disease. When 
these signs are accompanied by the presence of 
sugar in the urine and an increased output in the 
blood, the diagnosis is established. The Islets of 
Langerhans are found in the body of the gland 
and as this portion was involved, we can account 
for the hyperglycemia and the glycosurea. How- 
ever, it is a question to be decided whether these 
two phenomena are due to an increased liberation 
of sugar in the blood or the lack of tissue assimi- 
lation of the normal output. The growth had 
extended posteriorly, pressing on the inferior vena 
cava, causing the edema of the lower extremities, 
on the renal vessels resulting in renal congestion, and 
on the portal vein at its origin, thus producing 
stasis in the superior mesenteric, the splenic, the 
inferior mesenteric and the gastric veins. This 
obstruction to the return circulation through portal 
vein and its tributaries produced the acites, the splenic 
engorgement, the hemorrhage from the rectum and 
the blood in the emesis. The increased output of 
calcium salts in the urine, thus impoverishing the 
blood, may also have been a factor in producing the 
last two conditions. 

The pathologist reported the growth to be a car- 
cinoma of the pancreas. 





LOCAL ANESTHESIA IN ABDOMINAL 
SURGERY* 
Cuas. A, Srevens, M. D., 
CHICAGO 

The Choice of Drugs: Before the recent world 
war, I began using novocain for local anesthesia 
in minor, and in some major, surgery. The 
supply that I was able to secure enabled me to 
continue its use to a limited extent during the 
war. Now I am using procain, a product man- 
ufactured in America from the German formula 
of novocain. I use the procain because it is ef- 
fective and because of its low toxicity. The 0.5 
per cent. solution with a 1-60,000 epinephrin is 
used for all major operations. The epinephrin 
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renders the field almost bloodless and prolongs 
the anesthetic action of the procain. On in- 
flammatory tissue as for incising local inflamma- 
tions, or in working on fingers or toes, where 
the amount used is necessarily limited, a 1 per 
cent solution will produce anesthesia more 
quickly. 

If a 0.5 per cent. solution is used, in an in- 
dividual weighing 150 pounds, 600 c.c. may be 
used before reaching the minimum fatal dose, if 
injected intravenously. Used subcutaneously. 
with epinephrin,. much larger amounts could 
undoubtedly be used with safety. As it is 
seldom necessary to use more than 100 c.c. to 
150 c.c. in any major operation. I consider 
it a particularly safe drug to use for local anes- 
thesia. 

The Choice of Patients that it is to be used 
upon : 

First: Any patient where a general anes- 
thetic is contra-indicated and surgical interfer- 
ence is necessary. 

1. Cardiac lesions; Care should be used in 
the amount injected where the patient is already 
suffering from a toxic condition. That is, in a 
patient who is already suffering from a toxic 
myocarditis. 

2. Pulmonary lesions; acute or chronic, as 
bronchitis, pneumonia, or tuberculosis. 


3. Kidney lesions; acute or chronic nephritis. 
In acute nephritis I would sound the same warn- 
ing as in a toxic myocarditis. 

Second; During acute epidemics of infec- 
tious ‘diseases, as influenza. 

Third; Hernias, as a routine, because of the 
excellent anesthesia produced in these cases, fol- 
lowed by a quicker and better convalescence. 

Fourth: And by no means least, patients 
who have taken ether before. 

Tehnique: Morphine and Hyoscine. One- 
half hour before the patient is to be operated 
upon a hypodermic injection of %4 gr. mor- 
phine and 1/150 gr. hyoscine hydrobromate is 
administered to an adult male. Women and 
children get a proportionately smaller dose. When 
the patient is brought to the operating room, if 
he does not seem to be sleepy or is nervous, 
he is given another hypodermic injection con- 
sisting of one-half the original dose of morphine, 
hut withont the hyoscine. This quiets the patient, 
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allays apprehension, and benumbs the sensations 
for the injections of the anesthetic solution. 

Covering the eyes and plugging the ears. The 
eves should be covered with a towel and the 
ears plugged with cotton. All loud noises should 
be avoided. Conversation should be carried on 
in a low tone of voice and dropping of instru- 
ments and pans should be avoided. Any sharp 
noise will cause the patient to rouse up and com- 
plain of pain where they had been dozing quietly 
before, even though the same work was being 
done. 

Padding the operating table. Most operating 
tables are insufficiently padded. Patients will 
complain ef the table being very hard after a 
few moments lying on the ordinary operating 
table. For this reason I have an extra blanket 
folded and placed under the regular table pad. 
This may explain many of our patient’s com- 
plaints of backache following general anes- 
thetics. 


Injecting the procain solution. I use a combined 
infiltration and block method. With an ordinary 
hypodermic syringe using a fine needle, I inject 
the skin throughout the proposed line of in- 
cision, with a series of epidermal wheals. I 
then make several of these wheals on either side 
of the proposed incision. With a 10 c.c. glass 
syringe and a long slender needle the subcutan- 
eous tissues under this proposed line are next 
infiltrated, using about 1 c.c. of the solution to 
each em., of distance. Using the surrounding 
wheals for the site of needle punctures, the 
subcutaneous tissues about the proposed wound 
are next injected, using the same amount of 
solution, 1 ¢.c. per cm. of distance. Again going 
to the proposed line of incision, the needle is 
passed through the external oblique fascia and the 
muscular wall is well infiltrated. 


This is all that is usually necessary, but oc- 
casionally, especially in fleshy individuals where 
there is difficulty in properly infiltrating the 
deeper layers. an infiltration of the peritoneum 


is necessary before incising it. In hernias the 
same technique is used, in ventral and femoral 
hernias being sure to inject freely about the 
neck of the sac, while in inguinal hernias it is 
well to pass the needle through the external ring 
and inject at least two c.c. of the fluid to each cm. 
of distance along the cord. Also in inguinal 
hernias, after the external oblique is split and the 
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ilio-inguinal nerve exposed, lying on the cremas- 
teric muscle, it should be pinched with a plain 
thumb forceps, and if not anesthetized, should be 
injected at the upper angle of the wound. The 
patient will usually complain of pain when the 
ligature about the neck of the sac is tightened, 
but neither the deep nor the superficial sutures 
seem to cause pain. 

Sharp dissections and gentle manipulation. All 
dissecting should be done by cutting and al! 
knives and scissors should be sharp. Blunt dis- 
secting will cause pain as will rough sponging. 
Retractors should be applied carefully, as should 
snap forceps, and all traction made should be 
done gently. 

Intra-abdominal work. After the abdomen is 
opened, almost any work may be done upon the 
gastro-intestinal tract, provided that no pulling 
is done upon the mesentary or adhesions. The 
caecum with the appendix can be lifted out of 
the abdomen and the appendix removed in the 
usual manner, if it is done gently and without 
pulling. The meso-appendix may be filtrated, 
but I have usually not found it to be necessary 
Intestinal resection and suture seem painless 
The only pain experienced in a gastro-enteros- 
tomy is that produced by the necessary pulling 
te get the stomach and intestine into position 
in the clamp. The gall bladder may be removed 
by infiltrating the line of peritoneum at the 
junction of the gall bladder and the liver, and 
about the cystic duct. 

Nitrous oxide and oxygen gas. In doing 
intra abdominal surgery it is well to have an 
anesthetist and the gas machine handy to give 
this ansethetic for a few minutes during the 
painful part of the work, i. e., removing an 
acutely inflamed appendix, loosening up old ad- 
hesions, while placing the stomach or intestines 
into clamps and ordinarily while dissecting the 
gall bladder off from the liver. Five to ten 
minutes of gas should be given while the more 
painful work is being done, when it may be dis- 
continued and the operation completed under 
the local anesthetic already given. 

Case 1. Mrs. F., 76 years old. Right femoral 
hernia, strangulated. This patient had been vomiting 
for thirty hours. When first seen vomiting was fecal. 
The heart was very irregular in both time and volume, 
with albumin and hyaline and granular casts in the 
urine. The abdomen was greatly distended with some 
rigidity on the right side. Upon opening the hernial 
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sac a loop of small gut, about three inches long, was 
black and lifeless; bloody fluid escaped from the 
peritoneal cavity. Four inches of this gut was resected 
with an end to end anastomosis and the hernial wound 
closed. The skin was closed with S. W. G. and a 
guttapercha drain placed down to the subcutaneous 
tissue. Recovery was uneventful except for a slight 
suppuration of the superficial wound. The patient 
experienced no pain and dozed during the closing of 
the wound. 

Case 2. Mr. E., 29 years old. Left inguinal hernia 
and a large right inguinal ring. A herniotomy was 
done upon the left side and the ring partially closed 
cn the right side. The stitches were removed upon 
the fifth day. The patient went home on the twelfth 
day. No pain was experienced. 

Case 3. E. A., 9 years old. Double inguinal hernia. 
Had had an attack of appendicitis three years previous 
at which time the parents had refused to have an 
operation performed. A double herniotomy was per- 
formed. Through the right hernial ring the appendix 
was pulled down and removed in the usual way. He 
complained of some pain while picking up the appen- 
dix and drawing it down into the hernial opening. 
Recovery was uneventful except for a stitch abscess 
on the right side. The stitches were removed early, 
the patient going home on the 14th day. 

Case 4. Mr. M., 65 years old. Double inguinal 
herna, scrotal. This man had been operated upon seven 


years before for an hypertrophied prostate gland and 
was very much opposed to taking ether. A double 
herniotomy was done without pain. Recovery was 
uneventful, All stitches were out on the sixth day, 
the patient leaving the hospital the twelfth day after 


the operation. 

Case 5. Mr. H., 73 years old. Post operative and 
umbilical hernias. This man, like the preceding one, 
had been operated upon seven years previously for 
an hypertrophied prostate gland. The ventral hernia 
was in this old abdominal scar just below the umbilical 
hernia. Both were repaired through the same skin 
incision. Recovery was uneventful, the patient leaving 
the hospital on the tenth post operative day. 

Case 6. Dr. B., 42 years old. Incomplete inguinal 
hernia, right, with chronic appendicitis. When the 
hernial sac was opened the appendix was drawn down 
and removed in the usual manner. There was some 
pain during the picking up of and the drawing down 
of the appendix into the hernial wound. Recovery 
was uneventful, the skin stitches were removed on 
the fourth day, the patient leaving the hospital on the 
eleventh day after the operation. 

Case 7. Mr. S., 17 years old. Subacute appendi- 
citis. He had had an acute attack three weeks previous 
to the operation. The appendix was removed through 
a gridiron incision. No pain was felt and there was 
difficulty in keeping the patient from sitting up to 
watch the operation. He ate a light dinner, following 
his operation, and a regular diet supper. He had no 
gas pains and was out of bed on the fourth day. He 
left the hospital eight days after the operation. 


June, 1921 


Case 8 Mr. K., 73 years old. Chronic hypertrophied 
prostate. Benign papilloma of the bladder. The blad- 
der was opened under local anesthesia. Gas-oxygen 
anesthesia was then given while the papilloma was 
removed and the lateral lobes of the prostate were 
shelled out. This required about twenty-five minutes. 
After packing a hot sponge into the bladder the gas 
anesthesia was discontinued and the operation com- 
pleted under the local anesthesia given to open the 
bladder. The bladder wound closed in about 8 or 
9 weeks, a long time, but there was no sloughing 
and, except for the delay, no complications. 

Case 9. Mrs. S., 64 years old. An enormous cyst 
of the right ovary, that had been tapped fifteen or 
twenty times in the preceding three years. This patient 
was short, stout and very cyanotic. She was suffering 
with chronic nephritis, chronic myocarditis and a high 
blood pressure. Under the local anesthesia the abdo- 
men was opened and most of the fluid, about 18 
quarts, was drawn off. The sac was found to be 
adherent to the anterior abdominal wall, probably due 
to the repeated tappings, over an area of about five 
or six inches square. Gas-oxygen was given to loosen 
this adherent area and the operation, including the 
ligation of the pedicle, completed under the local 
anesthetic already given. Notwithstanding her heart 
and kidney lesions, she left the hospital at the end 
of three weeks following her operation. 


Case 10. Mrs. K., 58 years old. Subacute chole- 
cystitis with repeated acute exacerbations, chronic 
nephritis and myocarditis. This patient had arrived 
at a state where she was unable or unwilling to eat 
as she vomited after every meal and was losing weight 
rapidly. The abdomen was opened under local anes- 
thesia, gas-oxygen was given for about ten minutes 
while the gall bladder was removed. The abdomen 
being then closed under the local anesthesia already 
given. The patient made no complaint while on the 
table but later complained that the pain had been 
severe and that nothing could induce her to go through 
such an ordeal again. I saw her a year later. She 
had gained weight, and said that she could eat any- 
thing and never vomited or suffered any discomforts, 
but still insisted that the operation had been very 
painful. 

Case 11. Mrs. M., 45 years old. Chronic chole- 
cystitis and an organic heart lesion that had existed 
since an attack of rheumatism in her girlhood days. 
The abdomen was opened as in the preceding case and 
gall bladder removed under gas-oxygen anesthesia. 
This required about ten minutes. The pylorus was 
found to be very much narrowed by a cicatrix, prob- 
ably an old healed ulcer. A “Finney” pyloraplasty 
was done and the abdomen closed without further 
anesthesia. This woman was an Italian of a decided 
neurotic type. She had done no work for more than 
a year. She is now at her old trade, dress-making, 
and supporting herself and her children. 

Case 12. Mrs. R., 46 years old. Carcinoma of the 
pylorus. The abdomen was opened, the pyloric end 
of the stomach removed, and the ends of the 
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duodenum and the stomach closed without apparent 
pain. As soon as an attempt was made to bring the 
stomach and the ilium out to do a gastro-enterostomy, 
she complained of pain. Gas-oxygen was given while 
the parts were brought into place and the clamps 
applied. The gastro-enterostomy was then done with- 
out anesthesia and the abdomen closed. The only 
complaint of this patient, during or following her 
operation, was hunger. At the end of a week she was 
eating soft diet and at the end of two weeks she 
went home. 

I have cited the above cases to show the 
wide range of abdominal surgery that may be 
done under local anesthesia when combined 
with a little gas-oxygen anesthesia during the 
more painful parts of the operation. Also to 
show the type of patient that may be operated 
upon, the young as well as the old, the neurotic 
as well as the phlegmatic, those where general 
anesthetics are contraindicated because of some 
pathological conditions, in times of epidemics 
infections, and upon patients who have taken 
ether before and wish to avoid its unpleasant 
effects. 

Patients are seldom nauseated and may take 
fluids and nourishment by mouth from the first 
unless contraindicated by some gastric or intes- 
tinal work. There is less lowering of resistance 
as a consequence of which there is less local 
wound infection. Convalescence is shorter, the 
patient is out of bed sooner and able to leave 
the hospital in a shorter time. 

The technique is not difficult and should, be 
learned by all who do general surgery as it will 
mean lives saved and the lowering of mortality 
statistics. 





BASAL METABOLISM AND THE GEN- 


ERAL PRACTIONER* 


James H. Hutton, M. D. 
CHICAGO 


In automobile language the thyroid is the 
ignition system of the body. Any increase or 
decrease in heat production, under certain con- 
ditions, is usually due to a corresponding change 
in thyroid activity. The two extremes of its 
activity are easily recognized. The picture of 
well marked Graves’ disease and of the cretin are 
almost as familiar to the laity as they are to the 
profession. It is the border line case that gives 
the most trouble. Either a slight hypo- or hyper- 


*Read before the Coles-Cumberland Medical Society, Dec. 
10, 1920. 
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thyroidism is hard to recognize. In many cases 
only time and an increase in the disease process 
enable us to make a positive diagnosis. The same 
conditions that enable us to make a diagnosis 
render the treatment more difficult and the cure 
more uncertain. Up to date the best measure 
of the degree of thyroid activity is the determina- 
tion of the basal metabolic rate. 

Basal metabolism is a term used to indicate 
the heat production of the body under certain 
standard conditions; these being freedom from 
the influence of cold, food and muscular exertion. 
To meet these conditions the test is performed 
with the patient in the so-called post-absorptive 
state; i. e. about fifteen hours after taking food, 
so the test is made usually in the morning before 
breakfast. He is put to bed comfortably pro- 
tected from the cold and allowed to rest at least 
thirty minutes before the test is started. 

The basal metabolic rate is expressed in 
calories, either as calories per square meter of 
body surface per hour or as calories per twenty- 
four hours. We do not know why heat produc- 
tion should bear a constant relation to body 
surface area, but the fact is well established and 
of great convenience. For our knowledge of 
body area we are largely indebted to DuBois. 
He found that by taking nineteen measurements 
of the body and multiplying the various circum- 
ferences by the various lengths he could calculate 
the body surface area accurately. He constructed 
tables by means of which we can determine 
quickly the body area when the height and weight 
are known. This table is in general use today in 
calculating the basal metabolic rate. 

Benedict and his associates felt that more 
allowance should be made for age and sex. They 
have constructed tables that take more cognizance 
of these two factors. In their calculations the 
basal metabolism is expressed in calories per 
twenty-four. hours. This is perhaps more ac- 
curate and certainly more convenient. 

There are two ways of measuring basal meta- 
holism, the direct and the indirect. The direct 
method determines the heat production by actual 
measurement. The subject is placed in a large 
calorimeter chamber and the heat radiating from 
his body is carefully measured. The method is 
far too cumbersome and expensive to admit of 
its use outside of latge hospitals or nutrition 
laboratories. 
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Indirect calorimetry gives results almost or 
quite as accurate. The apparatus is compara- 
tively cheap and its operation requires but one 
trained worker. It depends on the fact that a 
liter of oxygen produces 4.825 calories whether 
it is burned in the laboratory or in the human 
body. The heat production is calculated from 
the gaseous exchange—at this time largely from 
the oxygen consumption. 

There are various types of machines on the 
market, most of which seem to do the work in a 
satisfactory manner. My work is done with a 
Benedict portable apparatus. It is a closed 
cireuit type. The patient breathes into and out 
of a confined volume of air circulated by a small 
blower. This passes the air through a bottle of 
soda lime that removes the carbon dioxide as it 
is exereted by the patient. 

In operation the patient begins breathing 
through the mouthpiece, the nose clip is applied 
and he is allowed to breathe for a few moments 
to allay his nervousness before the test is started. 
At the end of an ordinary expiration the height 
of the spirometer is noted and the test is begun. 
He continues to breathe into and out of the ma- 


chine for a few minutes — ten or more — when 
the height of the bell is again noted and he is 


disconnected from the machine. In the Benedict 
the scale over which the indicator travels regis- 
ters the amount of air in the spirometer bell at 
that height, so that one reads the contents in c.c. 
at the beginning and end of the period and the 
difference represents the oxygen consumed. This 
volume is corrected for temperature and baro- 
metric pressure and the consumption in c.c. caleu- 
lated for twenty-four hours. From this we 
caleulate the calories per twenty-four hours and 
the result is compared with the normal for a 
person of the age, height and sex of the patient. 
The difference is expressed in percentage as 
plus or minus. Variations of ten per cent. 
above and seven per cent. below are considered to 
he within normal limits. But this as every other 
test has to be correlated to the other findings, 
physical examination, history and the patient 
generally. 

Certain conditions cause variations from the 
normal limits. Hyperthyroidism is probably the 
most frequent cause of an increased rate. Feb- 
rile conditions, leukemia with large numbers of 
white cells and acromegally also cause an in- 
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crease. Hypothyroidism is the most frequent 
cause of a decrease in rate. Polyglandular defi- 
ciencies were also thought to be accompanied by 
a low rate but that does not seem to be the case. 

Mrs. F. was a case difficult of diagnosis. In 
the late summer of 1919 she complained of such 
symptoms that neither I nor any of the con- 
sultants could be positive whether she had or- 
ganic heart disease or hyperthyroidism. Six 
months later she returned to the city with a 
Graves’ disease of such severity that both superior 
thyroid arteries were ligated. She had also de- 
veloped glycosuria and her tolerance was only 
30 grammes of carbohydrate. Following the liga- 
tion there was some improvement; her pulse 
dropped from 120-140 to 120-100 and her toler- 
ance increased to 45 grammes. However she 
demanded a thyroidectomy. Her metabolism, 
which we had not been able to measure before 
was now found to be minus 4 per cent. In view 
of this and her clinical improvement two sur- 
geons decided against operation. In four months 
from that time she was sugar free on a general 
diet, had gained 12 pounds in weight and her 
pulse was below 100 most of the time. In this 
case the basal metabolism was thought to be of 
some prognostic value as its return to normal 
preceded her greatest clinical improvement. 
At the time she was refused operation it was felt 
that clinical improvement would occur later as 
her basal metabolic rate had already improved. 

Incipient tuberculosis is also hard to differ- 
entiate from hyperthyroidism. Many cases are 
sent to sanatoria every vear only to be sent home 
when their rate is found to be 15 or 20 per cent. 
above normal. So far as known tuberculosis 
does not cause an increase. Organic heart dis- 
ease, incipient tuberculosis and hyperthyroidism 
many times resemble each other very closely. A 
knowledge of the basal metabolic rate will enable 
one to decide with a great deal of certainty 
whether the thyroid is at fault. 

Clinically it is often difficult to distinguish 
hyper- from hypothyroidism. As an example; 
last winter Mr. Wm. had the flu. His recovery 
was slow and after a time he developed tachy- 
cardia, a tremor, loss of weight and other symp- 
toms of hyperthyroidism. A number of men saw 
him and all were more or less agreed that his 
illness had precipitated an attack of hyperthyroid- 
ism. A surgeon advised operation as soon as the 
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patient could stand it. Soon after this his basal 
metabolic rate was found to be 20 per cent. 
below normal. He recovered when given thyroid 
gr.i.t.i.d. 

Recently Janney and Henderson called at- 
tention to “latent hypothyroidism.” Most of us 
probably have such cases under observation. 
Mrs. G., 30 years of age, complained of various 
pains in her back, arms and hands. She had 
no pep, but little appetite and no ambition, 
wanted more sleep than the average person and 
indulged in a lot of bad dreams while getting it. 
Her family and past history seemed to have no 
hearing on her present trouble. She had a 
negative Wassermann and negative physical ex- 
amination. She had a slight degree of anemia, 
her blood pressure was 110-70-40 and her urine 
was low in sp.gr. and urea. Her basal meta- 
holism was 12 per cent. below normal. Her 
friend who referred her to me said that the pa- 
tient’s only trouble was that of many American 
women—too much money and time, too little 
responsibility and a too active imagination—and 
vet under the influence of thyroid combined with 
a little ovarian substance and small doses of 
pituitary she soon became able to take an in- 
terest in many things besides her own aches and 
pains. 

By determining their basal metabolic rate 
many of these neurasthenics can be changed 
from bores for whom we can do nothing to in- 
teresting cases for whom we can do a great deal. 
No one is more appreciative than a so-called 
neurasthenic who has been cured. This test for 
basal metabolism is a measure almost strictly 
diagnostic and gives us exact and valuable in- 
formation where formerly we had none. It in 
no way relieves us of the responsibility of taking 
case-histories and making the usual physical 
examinations and laboratory tests. In fact the 
finding of a basal metabolic rate outside the 
normal limits should, in many cases, stimulate 
us to make a more careful examination and a 
more detailed inquiry into the patient’s history, 
especially the family history and the develop- 
mental period of the patient’s life. 

Many cases of hypothyroidism can be traced 
to infancy. Babies suffering from lack of thyroid 
are apt to be larger than the aveage at birth. 
The cord heals slowly or a so-called infection of 
the cord supervenes which is very resistant to 
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treatment. The teeth erupt late and walking 
and talking begin much later than usual. A 
baby that does not walk a few feet and say a 
few monosyllables by the end of the fourteenth 
month should make one very suspicious that its 
thyroid is not functioning as it should. The 
fact that rickets is given as a cause of the delay 
in walking in no way excludes the thyroid from 
blame; frequently it is the cause of the rickets 
Many of these hypothyroid children are the de- 
fectives seen in the early school years There is 
usually a very early development of the primary 
and secondary sex characteristics. The mammae 
are well developed at the age of ten or twelve 
and the periods begin at thirteen. The menstrual 
periods are peculiar in their regularity, freedom 
from their local or general signs of dysmenor- 
rhea and in the profuseness of the flow. These 
individuals are apt to be short and stocky and 
the distribution of their adipose tissue is quite 
characteristic. They are usually fat all over but 
especially is there a good deal of cuffing about 
the wrists and ankles. Many of the girls whose 
legs are the same size from the knee to the ankle 
have a considerable degree of hypothyroidism. 
This is in direct contrast to the hypopituitary in- 
dividual who has a deficiency either of the pos- 
terior lobe or of both lobes. In these the 
adiposity is of the girdle type. They may have 
very large hips and abdomens but the adiposity 
stops at the middle of the thigh and the ankles 
are quite shapely. 

Most cases of deficient thyroid secretion are 
accompanied by a basal metabolic rate below the 
normal limits. This is much less frequently true 
of deficiencies of either the gonads or of the pitu- 
itary. Even well developed cases of lowered 


activity of these glands are accompanied by a 
normal rate. 


Carbohydrate tolerance which is another gross 
measure of metabolism is usually decreased in 
hyperthyroidism and increased in the hypo- 
condition of the gland. This also is not true to 
the same extent of the gonads and the pituitary. 
Men who are doing a large amount of work with 
these tests feel that the determination of the 
hasal metabolic rate is a much more accurate 
measure of the activities of the thvroid than any 
other test in use at this time. They also feel 
that this will perhaps put a different interpreta- 
tion on the Goetsch epinephrin test. He felt 
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that a patient who responded positively to this 
test should have part, at least, of the thyroid 
removed. It is coming to be held that this reac- 
tion only shows that the patient has a sufficient 
amount of epinephrin in his economy and is not 
in any need of suprarenal medication. 

As general practitioners a knowledge of basal 
metabolism is of special value. We see these 
cases early and if we can make a diagnosis 
promptly and institute proper treatment they 
may never reach the stage where the specialist 
is called. If the specialist is called in we have 
made the diagnosis and no one can complain 
that his life might have been saved if only Dr. 
So-and-So had been alive to the situation. We 
probably overlook the hypo condition oftener 
than the other and this is the condition offering 
the greatest opportunity for brilliant cure. We 
see more of these endocrine disturbances than 
was formerly believed and many cases that are 
not endocrine in origin have an endocrine phase 
and are benefited by some medication along those 
lines, 

753 E. 47th Street. 
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IS PROGRESS BEING MADE IN CON- 
TROLLING VENEREAL DISEASE ?* 
C. C. Prerce, 
Assistant Surgeon General, U. S. Public Health Service, 
WASHINGTON, D. C. 


Until two years ago no concerted effort had 
been made to control venereal disease among the 


civilian population of the United States. It is 
true that the ground had been broken to some 
extent by social hygiene associations here and 
there, but the problem had been attacked by them 
entirely from the social side and not from the 
medical. The greatest ignorance concerning the 
dangers, means of contagion and prevalence of 
these diseases existed at this time; and a com- 
petent and thorough course of treatment, for 
syphilis at least, was far beyond the reach of a 
man of ordinary means. This meant that for 
the most part venereal diseases, except among the 
more affluent classes, went untreated or were in- 
~*Read by Dr. Daisy M. ©. Robinson, U.S. Public Health 


Service, at the 70th Annual Session of the Illinois State Med- 
ical Society, at Rockford, May 19, 1920. 
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effectively treated with patent medicines. It is 
this state of affairs that we must have in our 
minds as a background when we answer the ques- 
tion, “Is progress being made in controlling 
venereal diseases ?” 

Two years ago on July 1st next, the division of 
venereal diseases of the Public Health Service 
was created primarily in order to aid the states 
in developing a plan for the control of venereal 
diseases. At the same time $1,000,000 a year 
for two years was set aside to be distributed under 
certain restrictions to the states, in varying 
amounts according to population, to be used for 
this purpose. The immediate cause of this action 
was the prevalence of venereal diseases disclosed 
by routine examinations of drafted men. 

It was realized at the time that the problem 
of venereal diseases was manifold, that a program 
dealing with it in a narrow one-sided way was 
doomed beforehand to failure, that law, medi- 
cine, and education must all three combine for 
its solution and that a concerted attack from all 
sides must be undertaken and carried on over a 
series of years before it would be possible to speak 
of success. Not two years ago this three-fold 
plan was inaugurated with legal, medical and 
educational aspects, and since that time the Pub- 
lic Health Service has co-operated with the state 
boards of health in putting it into effect. 

The situation today in comparison with that 
which existed in the early part of 1918, may be 
most briefly summarized as follows: Whereas, 
two years ago treatment for syphilis was beyond 
the means of the average man, today there exists 
a network of 500 odd clinics stretching from 
coast to coast where free examinations are carried 
out and where free treatment for gonorrhea and 
for syphilis is given. Moreover, such treatment 
is in general competent and conforms to certain 
standards. Laws have been passed in various 
states making venereal diseases reportable, regu- 
lating hotels and rooming houses, dance halls 
and taxicabs, and prohibiting the sale and adver- 
tisement of quack remedies for venereal diseases. 
A widespread educational campaign has been 
carried on through the medium of placards. 
pamphlets, newspaper publicity, exhibits, lantern 
slides, lectures and motion pictures to inform the 
general public, and also selected classes of people 
such as industrial workers, druggists, etc., of the 
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dangers of venereal diseases and the necessity for 
early and thorough treatment. 

A promising beginning has been made in the 
work of venereal disease control. There has been 
created an organization functioning throughout 
the United States which enables any venereally 
infected person to secure treatment free of charge. 
Many states have passed laws limiting prostitu- 
tion and, therefore, limiting the spread of syph- 
ilis and gonorrhea, and the public has to a certain 
extent at least been educated concerning the 
venereal diseases — which before this campaign 
were considered a subject taboo both for conver- 
sation and literature. Undoubtedly, however, 
there still remains a long road to travel before 
venereal diseases become a negligible factor in 
public health work! 

It is the aim of the following paper, after this 
brief review of venereal control throughout 
the country, to sketch the progress that has 
been made along this line by the State of 
Illinois in particular, to suggest avenues of de- 
velopment for the work in this state for the com- 
ing year, and to point out the great service that 
the physicians of Illinois may perform for their 


state and for the country at large by their en- 
thusiastic co-operation in the campaign against 
gonorrhea and syphilis. 

There are twenty-six cities in Illinois with a 
population of over 15,000 each. There are also 
twenty-six clinics in Illinois where free treatment 


for venereal disease is obtainable. Seventeen of 
these twenty-six clinics, however, are located in 
Chicago. It is usually considered advisable that 
there should be a free venereal clinje in every 
city of over 15,000 inhabitants and in a number 
of states this is in fact the case. To attain this 
standard in Illinois there should, therefore, be 
20 new clinics established. It must be kept in 
mind that the aim of these venereal clinics should 
be not only to give facilities for free treatment, 
but to furnish a center for the dissemination of 
educational information relative to venereal 
disease. 

As yet little work along the lines of venereal 
disease control is being done in the twenty cities 
without clinics, so it is deemed best to discuss 
conditions in the six cities where there are estab- 
lished clinics and where definite accomplishments 
have been made. 

These six cities are as follows: Chicago, De- 
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catur, East St. Louis, Rockford, Chicago Heights, 
Springfield. It must be remembered when judg- 
ing results that Illinois with her big foreign 
population has one of the most difficult problems 
to handle of any of the states. By state law in 
Illinois venereal diseases are reportable by physi- 
cians and the sales of venereal disease nostrums 
are reportable by druggists. 

Chicago. In Chicago alone, as has been noted, 
there are seventeen clinics’ where free treatment 
for venereal diseases may be obtained. Many 
Chicago physicians are reporting their cases to 
the State Health Officer, but it is evident from 
the figures that all are not doing so. The ma- 
jority of druggists, as well, have given aid by 
agreeing to discontinue the sales of venereal dis- 
ease nostrums. Another important aspect of the 
medical program is the examination and treat- 
ment of persons charged with sex offenses. Such 
procedure is carried out in Chicago, but the en- 
forcement in the case of men is less strict than in 
the case of women, which procedure is not war- 
ranted by the law. A mental examination of 
prostitutes is also carried out and those found to 
be feeble-minded are, so far as possible, institu- 
tionalized. 

A great deal of excellent education work has 
been done in Chicago." 

There is a city ordinance prohibiting prostitu- 
tion and ordinances regulating dance halls and 
taxicabs. Another ordinance forbids the adver- 
tising of nostrums. Conditions in Chicago are 
believed to be much improved, compared to what 
they have been, although there are still some 
known houses of prostitution and, of course, a 
large number of prostitutes. 

Decatur. Decatur possesses a whole-time health 
officer and a clinic treating 38 patients per day 
at the low per capita cost of 34 cents. Many, but 
not all of the physicians of this city, are report- 
ing, and where the source of infection is given, 
the person is located, examined and forced to 
take treatment. Sex offenders are sometimes, but 
not always, examined for disease. 

An educational campaign has been conducted 
here, pamphlets distributed, placards posted, lec- 
tures given, and the city has co-operated in the 
“Keeping Fit” campaign. 


1. Through the State Board of Health approximately 450 


lectures have been given, reaching over 100,000 people: a 
most commendable means of securing the desired results in 
this important field of work. 
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This city possesses model ordinances. These 
include an ordinance prohibiting prostitution, 
dance hall and taxicab ordinances, and one pro- 
hibiting the sale and advertising of venereal 
disease nostrums. There is authority to quaran- 
tine persons infected with venereal disease and 
this authority is enforced. Sex offenders are ex- 
amined for venereal diseases. There are no 
known houses of prostitution in the city. 

East St. Louis. There is a clinie here treating 
20 patients a day at a per capita cost of 70 cents. 
Though some of the physicians are reporting 
their cases, not all are doing so, and druggists are 
not reporting on sales of nostrums. The adver- 
tising of venereal disease nostrums is, how- 
ever, prohibited by city ordinance. Sex offend- 
ers are examined before trial and are treated. It 
is unfortunately possible, however, for them to 
obtain liberty before examination by furnishing 
bond. 

A good deal of educational work has been done 
here, 500 placards posted, pamphlets distributed, 
lectures to general audiences and motion picture 
showings. 

There is an ordinance prohibiting prostitution, 
a dance hall ordinance and an ordinance against 
the advertising of nostrums. Authority also 
exists to quarantine persons infected with ven- 
ereal disease, but this is only sometimes enforced. 
There are known houses of prostitution in the 
city. 

Rockford. In Rockford there is a clinic with 
a per capita cost for treatment of $1.84. The 
daily attendance averages about seven which is 
not nearly as many as the clinic can handle. 
Physicians are reporting their cases of venereal 
disease, but only to a limited extent. Sometimes 
the source of infection is given and these people 
are then investigated and made to take treatment. 
Women arrested for sex offenses are examined for 
gonorrhea, but not for syphilis. 

Two hundred and fifty placards have been 
posted and pamphlets have been distributed. 

There are ordinances in Rockford prohibiting 
prostitution and regulating dance halls. There 
is also an ordinance prohibiting the sale and ad- 
vertising of venereal disease nostrums. The 
former of these, however, does not seem to be 
enforced. Authority to quarantine persons in- 
fected with venereal disease exists, but this is 
not enforced, No known houses of prostitution 
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and but a very small number of commercial pros- 
titutes are to be found in the city. 

Chicago Heights. A clinic was opened here 
on February 1, 1920, and, of course, this has 
functioned as yet to a limited extent only. The 
per capita cost is at present $2.30 and the daily 
attendance is four. Physicians here are not re- 
porting to any extent and neither are druggists 
reporting on sales of nostrums. 

Quite an educational campaign has been car- 
ried on in Chicago Heights. Placards, pamphlets, 
lectures and motion pictures have all been used. 

There is an ordinance prohibiting prostitution 
and one regulating dance halls. There is also an 
ordinance prohibiting the advertising of ven- 
ereal disease nostrums, but this does not include 
the newspapers. Authority exists to quarantine 
persons infected with venereal disease, but this is 
not done. 

Several houses of prostitution are known to 
exist. Prostitutes are treated while confined for 
sex offenses. 


Springfield. There is a good clinic here, treat- 
ing 20 patients per diem at a per capita cost of 
62 cents. Some few physicians are reporting, but 
the greater majority are not doing so. On the 
reports that are made the source of infection is 
given and an investigation is carried out. Drug- 
gists are not reporting on sales of nostrums. Per- 
sons charged with sex crimes are examined after 
conviction, and a mental examination is also 
made, but there is no attempt to institutionalize 
feeble-minded prostitutes, although an institu- 
tion for the feeble-minded exists. 

Educational placards have been posted and the 
Y. M. C. A. has done some educational work with 
boys. 

There is an ardinance prohibiting prostitution 
and there is authority to quarantine those in- 
fected with venereal disease, but this authority is 
but seldom enforced. Ten houses of prostitution 
exist and a large number of commercial prosti- 
tutes. 

It is evident from the above sketch that al- 
though a beginning has been made there is still 
an immense amount of work to be done in ven- 
ereal disease control in the State of Illinois. 

The physicians of Illinois should realize that 
they can be of tremendous aid in furthering the 
progress of venereal disease control in their state 
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both by direct methods and by helping to form 
an educated public opinion. 

There is no need to point out to physiciang, as 
there sometimes is to laymen, the tremendous im- 
portance and the far-reaching effects of venereal 
diseases, the large proportion of deaths and dis- 
ability caused by them, and the way in which they 
insidiously undermine the general health of a 
community, paving the way for other infections. 
It is a truism to state that no infectious disease 
is controllable until it is known with exactitude 
to what extent it exists in different localities and 
among what classes of people it is prevalent. 
These facts can only be discovered in the case of 
the venereal diseases by having accurate and com- 
plete reports of all cases sent in to the state 
health department by all the physicians in the 
state. , 

The reporting of cases of venereal disease is 
required in Illinois by state law and yet it is quite 
clear from the small figures that many physi- 
cians are not reporting at all, or that they are not 
reporting all of their cases. This is made plain 
by comparing the number of cases reported with 
the incidence of venereal disease as found in the 
compulsory draft examinations from Illinois. 
The records from Illinois for the last six months 
of 1919 are as follows: 

1,435 cases of venereal disease reported 

. -1,692 cases of venereal disease reported 
September .1,895 cases of venereal disease reported 
October ..3,332 cases of venereal disease reported 


November .3,847 cases of venereal disease reported 
December .3,026 cases of venereal disease reported 


Total cases reported in Illinois July-December, 
1919—15,227. 

In the Social Hygiene Bulletin, April, 1920, 
an article appeared in which an attempt was 
made to calculate with some degree of accuracy 
the reporting efficiency of the various states. The 
method used was stated as follows: 

To estimate the total number of cases of venereal 
disease at a given time, the estimated population 
of each state on January 1, 1919, as furnished by 
the Census Bureau was multiplied by the percent- 
age of venereal infection found in the men of that 
state drafted in the second million. The ratio be- 
tween the estimated total cases and the reported 
cases for each state was calculated and the result 
expressed as a percentage. 

By this method the figures secured for I}linois 
were as follows: 

Estimated population of Illinois Jan. 
1 
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Total cases reported July 1, 1918 


to June 30, 1919 
Percentage of infection among second 

million men 
Estimated total infections in the state .337,032 
Percentage of reporting efficiency............. 5.0 

No special accuracy is claimed, of course, for 
these figures, the percentage of venereally in- 
fected persons who do not consult a physician not 
being taken into account, but the figures should 
be fairly accurate in demonstrating the relative 
reporting efficiency in the various states. In the 
list compiled from this data Illinois, with a re- 
porting efficiency of but five per cent., stands 
twenty-first on the list. In other words, twenty 
states have a greater reporting efficiency than 
Illinois. 

If, however, we compare the number of cases 
reported during the year ending June 30, 1919, 
with the figures showing the number of cases re- 
ported from July to December, 1919, we find 
about an equal number of cases, showing that the 
reporting efficiency of Illinois was doubled during 
the last six months of 1919. 

The physicians of Illinois should resolve to 
raise this percentage further so that Illinois may 
take her place among the best reporting states. 

Many physicians have formerly been opposed 
to reporting, regarding it as a breach of profes- 
sional ethics. As cases in Illinois are, however, 
reportable by name or number there is in point 
of fact not the slightest question of a violation of 
confidence. Only in case of the patient discon- 
tinuing treatment without permission, is it neces- 
sary to disclose the name and address to the 
Health Department. Then, for the sake of public 
safety, representatives of the Department should 
hunt up the delinquent patient and insist that 
treatment be continued. 

A second, and equally important way in which 
physicians may aid in venereal disease control, is 
by forwarding all movements for the establish- 
ment of clinics and by sending indigent patients 
for treatment to those clinics which have been 
established. In some cases physicians have been 
known to be antagonistic to clinics fearing that 
they might decrease their legitimate practice. 
There is no more reason for physicians to fear a 
free clinic than there is for them to fear a hos- 
pital dispensary. Clinics are only intended for 
those utterly unable to pay the current and often 
exorbitant fees for extended courses of treatment 
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and the physicians in charge should, and do, re- 
fer those who can afford to pay reasonable fees, 
to reputable specialists. 

On the other hand, there are several ways in 
which the clinics in their turn may be of service 
to physicians. In the past many public-spirited 
men have treated at their own expense, patients 
suffering with venereal diseases in a contagious 
stage, who were unable to pay for treatment. 
These physicians are now able to refer such pa- 
tients to the free clinics and so with a clear con- 
science, avoid a serious financial burden. More- 
over, the laboratory service offered by clinics 
should be a valuable diagnostic aid to physicians. 
It is possible for a physician to send specimens 
of blood, ete., to such a laboratory for examina- 
tion when he has not himself adequate diagnostic 
facilities. 

Another direction in which Illinois physicians 
have been of service and can be of further serv- 
ice, is by using their influence with druggists to 
urge them not to sell nostrums for the treatment 
of venereal diseases, or at least to report the sales 
of such nostrums, so that those who buy may be 
followed up and urged for the sake of the com- 
munity to take treatment and so to be rendered 
non-infectious. 

In most communities there are sufficient laws 
to curb open prostitution and the great need in 
Illinois as elsewhere is for more efficient law en- 
forcement. Let the physicians be among those 
who demand that such laws be not a dead letter. 
No one knows better than they do the connection 
between prostitution and disease. The enlight- 
ened physicians of the state should be the ones 
to lead public opinion to demand examination 
and treatment for men and women held for sex 
offenses, to demand asylums where the feeble- 
minded prostitutes may be segregated and insti- 
tutions where those who are not mentally affected 
may, through a process of rehabilitation, be ren- 
dered fit to take their place in society. 

Illinois has made progress in venereal disease 
control during the past two years, but beginnings 
are hard and to Illinois this problem has been a 
difficult one. If, however, the physicians of IIli- 
nois would lend their whole-hearted aid during 
the coming year there is little doubt but that their 
state could take her place as first instead of 
twenty-first not only in efficiency in reporting, 
but in venereal disease control work. 
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DISCUSSION 
(Abstract) 


Dr. Rachelle S. Yarros (Chicago), commended 
Dr. Pierce for emphasizing what is to be done in 
the future, but suggested that Illinois leads in 
education, one of the most important features in 
the campaign for the elimination of venereal 
diseases. 

From the very beginning of the social hygiene 
movement, Illinois has led ‘in the education of 
venereal people. She points out that we under- 
took the educational campaign that has been car- 
ried on by voluntary agencies, taken over to a 
great extent by the Public Health Department 
during the first of February, 1919, Until the first 
of May of 1920, 1,200 lectures were given, a num- 
ber that was not exceeded by any state in the 
country. These 1,200 lectures reached 200,000 peo- 
ple, and then in Chicago we gave 459 lectures, 
reaching 71,000 people. We have gone all over 
everywhere including the smallest communities of 
the state, and there is where we found the most 
important need of this work; those people hadn’t 
the slightest notion that they have venereal trouble. 

You first must teach the danger of venereal 
disease before applying for treatment. That has 
to be done in every line of work and it is being 
done in Illinois under the State Department of Public 
Health in the most interesting way. We not only 
reach club women and those who are willing to 
listen, but under this authority of the state we 
have permission to lecture in the factories, stores, 
banks, and all kinds of establishments and on the 
employer’s time, because then we find the people. 
It is exceedingly interesting to hear these hundreds 
of men and girls who work in the factories say, 
“Tell us where we can go and have treatment.” 
That means first of all, that education is one of 
the most important things to awaken people 
to the need of treatment. The next is where to 
apply for proper treatment. The clinic is only 
one agency because a great many people don’t go 
to clinics, but clinics are absolutely essential, be- 
cause they are there constantly to remind the 
community of the presence of venereal disease. 
We have had difficulty in Illinois because our physi- 
cians have been too busy to think about the clinic’s 
future. 

It is essential that the State Department of Pub- 
lic Health and the doctors should co-operate. Wher- 
ever we go we have to have the doctor help us 
te get a community properly educated, to see that 
they have the proper treatment and to help in 
the enforcement of the laws. 

We want to stand first, we are standing first 
in some ways but it isn’t known. We are going 
to stand first because the physicians of Illinois 
are the most energetic, and if they know what they 
want, they can do it and do it right. 

Dr. Latimer (Chicago), said he had been asso- 
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ciated with venereal clinics the last ten years, and 
believes that all the medical men believe in this 
propaganda and the educational campaign that is 
being carried on. Various paid clinics established 
in Chicago, for instance, with financial backing 
have men who practice medicine outside; that is 
the thing that gets opposition from the physicians 
in the town. 

The difficult thing for the general clinics is to 
weed out the paupers. Paupers are entitled to 
this treatment. Every physician will give them 
charity, I am sure, but any clinic, especially a paid 
clinic, wants that money. Most of these men are 
only part time men; they go there a couple of 
hours a day and they get a small amount of money 
tor it and they depend on this money for their 
personal use. Working people who can pay legiti- 
mate physicians and get the best sort of treatment 
you will find getting free treatment and taking up 
the physician’s time in charge of it, and that is the 
thing that is causing kicks from the outside prac- 
titioner. 

Dr. C. St. Clair Drake: There is undoubtedly a 
good deal of truth in what Dr. Latimer says, but 
the clinics that Dr. Latimer refers to are not 
the clinics of which the State Department of 
Public Health has the least control; they are the 
clinics that are operated entirely independent of 
any state control. We have a very definite policy 
with respect to the operation of the clinics main- 
tained or aided by the state. 

First of all, a clinic will not be established in a 
local community until the local community medical 
society gives its approval to such establishment. 
Then, when the clinics are established, they must 
operate under these conditions: They must first 
ascertain whether the patient is able to pay for the 
treatment he seeks. If he is able to pay for the 
treatment, even in part, he must be referred to 
the practicing physicians of the town who are will- 
ing to accept those cases. The clinics must have 
in their possession a list of the physicians of the 
town who are willing to accept such patients and 
the patients must be referred to these physicians in 
the order that they are listed and in the order 
that they apply. 

Dr. Griffiths (Chicago). They will send a patient 
to a doctor, somebody perhaps who is expert in 
treating gonorrhea or syphilis and he will give a 
prescription and the druggist will get that fellow’s 
prescription and he will treat two or three hun- 
dred patients from that prescription. Some patients 
don’t go to doctors at all. 

He has a son in the senior class of grammar 
scholl and had him read a paper on gonorrhea and 
syphilis and then quizzed him on it. He believes 
that education should be given the senior class of 
the grammar school. 

Dr. Smith (Chicago), asked a question: You 
say that there are 17 clincs in Chicago. Under 
what jurisdiction are those clinics run? What are 
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the sources of money, so far as you know, for the 
maintenance and support of these clinics? Why 
should not those be maintained by the municipal 
authorities exclusively? In that way I think we 
have a minimum chance of unfair management 
of these cases that apply directly to their clinics 
where proper investigations cannot or are not made. 

Dr. McClanahan (Mercer), said he knows a doc- 
tor in the city of Peoria who treats a great many 
cases and who has a tremendous expense himseli. 
He treats poor working girls there for syphilis and 
gives them mercury and everything and never 
gets one cent. Isn’t that a fine thing for those 
girls and that city? You are taking too selfish a 
view, Dr. Latimer. 

Dr. C. St. Clair Drake. With respect to the 
dispensing of venereal prescriptions and venereal 
nostrums in drug stores, the State Department of 
Public Health is conducting a very accurate propa- 
ganda against it. In a number of cities in Illinois, 
with the co-operation of the Rotary Clubs and the 
local Chambers of Commerce, we have been able 
to secure the signature of every druggist in the 
town to a contract not to give any venereal reme- 
dies over his counter except upon a prescription 
written by a physician. We have been able to 
accomplish that in a number of communities. We 
are working along those lines just as rapidly as 
we can. From our investigation we learn that 
fully sixty-five per cent of the venereal infected 
persons have applied to the druggist for their 
treatment. We are getting that sixty-five per cent 
out of the drug stores just as rapidly as we can 
and into the physicians’ office where they may 
get the proper treatment. 

As far as the Chicago clinics are concerned, 
there are four clinics in Chicago that receive aid 
from the state that operate entirely under the 
jurisdiction of the Chicago Health Department. 
There are two other clinics in Chicago that get 
aid, one is at the Rush Dispensary and the other 
is the Illinois Social League clinic. We know 
nothing about the other venereal clinics in Chi- 
cago. Every one must operate according to the 
plans enunciated by the State Department of Pub- 
lic Health. If they fail to do so, the financial 
aid that we extend to them will be immediately dis- 
continued, 

Dr. Daisy M. Robinson (Closing discussion) : 
I think all the questions have been answered, but 
I want to say that the State of Illinois, in my 
opinion, is to be congratulated on their splendid 
Public Health Department, whose officials so thor- 
oughly understand the scope of their work. Com- 
paring the work with what I have seen in a survey 
in other states, I would really say that Illinois 
is taking a leading part in an educational line. The 
figures as given by Dr Yarros are excellent so 
far as education is concerned, and I think that it 
would be advisable to look into the matter; there 
must have been some misinformation given, be- 
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cause with the large number of lectures and the 
number of people that have been reached in the 
State of Illinois, I feel that your education has abso- 
lutely permeated the state and that you are doing 
a great deal of excellent work in this line. 





INTRAVENOUS CHEMOTHERAPY* 
M. W. Harrison, M. D., 


Medical Director 
COLLINSVILLE, ILL. 


Chemotherapy dates from the first time that 
chemicals were used in the treatment of sick 
people and is probably the most ancient form of 
therapy now in vogue, and from the time med- 
icines were used in the healing art, practitioners 
lave been searching for specifics, or a remedy 
which would unfailingly cure the various ail- 
ments that human beings are heir to. In that 
search every chemical known and a great many 
combinations of chemicals have been tried and 
found wanting as far as being specific is con- 
cerned, for until very recent years but two rem- 
edies had been worthy of being regarded as 
specifics, quinine for malaria, and mercury for 
syphilis. 

With discoveries in bacteriology of the etiologic 
relationship of various microorganisms to cer- 
tain diseases, came test tube experiments to 
demonstrate that certain substances quickly and 
easily destroyed these things, but the experi- 
menters soon became aware that conditions in 
the body were entirely different from those in 
the test tube and that germicides, even when 
given in quantities large enough to endanger the 
patient’s life, did not destroy the microorganism 
causing the trouble. 

Then in the latter part of the eighties it 
was discovered that the blood itself had germi- 
cidal properties which brought on the intravenous 
method of treatment and while the last few years 
show an increased number of the profession us- 
ing this mode of treatment, they are still far 
in the minority. 

While this is a comparatively new form of 
therapy, there has been a vast amount of research 
work and experimenting done to find more spe- 
cifies, with the results that after all, very few 
remedies have a germicidal action in the body, 
and those have been classified in three main 
groups: 


*Read before Southern Illinois Medical Association, Car- 
bondale, Nov. 4-5, 1920. 
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1. The group of arsenical compounds of which 
the popularly known 606 is the chief; 

2. Certain azo dyes of the benzidin group; 

3. The group of basic triphenylmethane dyes. 

The goal which all research workers and ex- 
perimenters hope to achieve is to find or produce 
some chemical substance that will not unite with 
the blood albumin or body cells, but which will 
have a germicidal action on the microorganisms 
causing disease and be capable of killing them in 
the living body. This line of work finally cul- 
minated in the discovery of the 606 which in 
itself constitutes a great triumph for medical 
science in two ways, it gives us a very valuable 
remedy for the treatment of syphilis and it 
demonstrates the truth of a principle which has 
opened up vast possibilities for future investiga- 
tion. 

My work being mostly with tuberculosis, natur- 
ally like all other special workers I have been 
trying to find some substance or chemical which 
has a special affinity for the tuberculosis bacilli 


and at the same time is harmless to the 


body cells. This substance must not only ex- 
ert a germicidal action upon the bacilli 
without injury to the body cells, but it must also 
have the property of being able to pass through 
tissue and penetrate avascular regions in order 
to reach the bacilli. 

I began experimenting with several of the dyes 
and different combinations of them and finally 
centered on one of the triphenylmethane group 
as being the one offering to me the least objec- 
tions and the greatest possibilities. The greatest 
objection I found was the phenol element in it 
and I began to work to remove this and finally 
evolved one which is probably an hexamethy] dye. 

The toxicity has been tested on guinea pigs 
and it takes a solution ten umes as strong as 
the one I am using and double the quantity to 
kill a pig. 

I have now under observation patients that 
have been at home four years and are still in 
good condition and following their usual voca- 
tion without showing any indications of their 
ever having had tuberculosis. 

My attention was drawn to various dyes on ac- 
count of the manner in which the tuberculosis 
bacilli received them, and once receiving them, re- 
fused to part with them; also to the fact that 
a stained bacillus is a dead bacillus. 
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The solution may be administered to any kind 
of ease, regardless of the advancement, without 
danger of general reaction ; at least, I have never 
seen one and I have given several thousand 
injections. The only trouble I have ever had was 
in a patient where the needle went through the 
vein and I withdrew the needle and entered the 
same vein about four inches lower, gave her 125 
ec. ¢. without causing her any particular discom- 
fort and when I had finished the treatment 
noticed that her arm had swollen considerably 
and upon examination found that a great deal 
of the solution had leaked out of the first punc- 
ture and into the arm. Her arm was very badly 
swollen for about two weeks, but did not cause 
her a great deal of pain; in fact, she complained 
only of a stiffness and heavy feeling. This con- 
dition subsided and her arm got well without 
causing any abscess or sloughing and in about 
four weeks was entirely well. Since then when I 
puncture a vein and am unsuccessful in giving the 
solution I use another vein for the next puncture. 

There is no danger of giving a patient too 
much of this solution outside of the vein at the 


site of the first puncture as it is impossible to 
endure the burning sensation it causes and the 
pain is so severe that you know immediately 


whether or not the solution is running inside the 
vein. If it is inside, the patient does not feel 
it at all, but quite a few can taste it, although 
I never did and I have taken six of them. An- 
other thing that shows on some of them and not 
always on them is the discoloration of the urine 
shortly after receiving the treatment and in 
nearly all of them it shows through the skin while 
they are receiving it causing them to have a pale 
bluish appearance somewhat resembling a person 
who is chilled, but this soon disappears and in 
three or four minutes after the treatment is com- 
pleted, they assume their natural color. 

The results I am getting can not all be psycho- 
logical nor yet all due to the general sanitarium 
care because I am getting reports from other men 
that are using it in private practice and they 
are similar to mine. One man of St. Louis told 
me it was rather unusual for his patients to gain 
five pounds per week and as the results are so 
uniform, I think we must give the solution credit. 

In one miliary case alone the results were so 
pronounced and could be attributed to nothing 
else that I am going to report it. 
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Mr. James Gray from Woodriver, Ill., had a diag- 
nosis of miliary tuberculosis made at the Barnes 
Clinic in St. Louis, February 4, 1920; prognosis, very 
grave. 

He made application for admission to the colony 
through the Madison County Antituberculosis Society, 
but at that time there was no vacancy and he could 
not be received. He waited at home until February 
29, when he took it upon himself to come to the 
colony any way. He was in such bad condition it 
would have been dangerous to send him home, so we 
crowded him in and made the most of a bad bargain. 
He had a fetid bronchitis and the odor from his breath 
when he coughed was sickening and almost unbear- 
zble to the other patients. I determined to give this 
man an intravenous injection of 125 c. c. every week 
until he died, then get a post morten in order to get 
some of the tubercles and see what had happened to 
them. 

After the first injection the odor from his breath 
diminished and after the second one it disappeared 
entirely and the man began improving. In the first 
six weeks he gained twenty-four pounds. After the 
man started improving I thought perhaps there had 
been an error in diagnosis and at the end of four 
weeks I took him to Dr. Young’s x-ray laboratory in 
East St. Louis, where a stereo was made and the 
diagnosis was confirmed. I took him back again in 
four weeks and again four weeks after that, each plate 
showing the improvement that had taken place, and 
the tubercles remaining as numerous as ever. The 
society which had been maintaining him at the colony 
ran out of funds and he left me July 1, 1920, and 
returned to Woodriver, where he is at present work- 
ing every day at the oil refinery. His weight increased 
from 136 pounds to 172 pounds and he is without a 
sign of a cough now, or was when I had another 
plate made several weeks ago. I intended having this 
series of plates to show you the different stages of 
improvement shown in that man’s lungs, but unfor- 
tunately Dr. Young was taken sick shortly after mak- 
ing the last one and is still in the hospital. 


I do not see how anything else but this solu- 
tion can be credited for this man’s recovery as he 
said he had just as good a bed at home, just as 
good attention, and just as good air and every- 
thing else he had at the colony. 

In the last summer I also treated four severe 
cases of furunculosis successfully with this solu- 
tion. One especially interesting case was a young 
lady nineteen years old, from Tennessee, who had 
had successive crops of boils for two years and 
eight months, and had, to use her own expression, 
“taken enough medicine to stock a drug store” 
besides a number of vaccines. Her body was 
and still is, very liberally decorated with scars 
from those boils from her heels to her scalp. She 
was given four injections of 125 c. c. each every 
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seven days and her boils disappeared and up to 
last week when I last saw her, she was still 
free from them; the last she had was in the first 
week of July; previous to that time she was never 
as long as two weeks without their company. 

The other.three cases were of much shorter dur- 
ation, one running three months and two of them 
for three weeks, each one of these cases receiving 
only two injections and up to last week had had 
no recurrences. 





THE COMMITMENT AND CARE OF THE 
INSANE* 


H. J. Ganaaan, M. D. 


Late Superintendent of the Elgin State Hospital, Medical Direc- 
tor Mercyville Sanitarium, Member Cook County 
Insanity Commission. 

Member Consulting Staff Cook County Psychopathic Hospital 


CHICAGO 


Legal commitment of the insane to the exist- 
ing State Hospitals is a medieval custom which 
should be modified. The commitment of the in- 
sane by legal process is directed by economic 
necessity, and it should apply only to economics 
or the legal status of the property of insane per- 
sons, and not under any circumstances be found 


in the way of the patient’s early admission to the 


care of experienced physicians in hospitals 
equipped for the care of those disturbed in mind. 

The very necessity of commitment in these 
cases causes the physician and the family of the 
patient to hesitate before placing the patient 
where he can best recover. 

It is not improbable that were legal commit- 
ment unnecessary to admit the patients to the 
State Hospitals their friends would earlier resort 
to these institutions for advice and treatment. 

The Open Door Psychopathic Hospital at 
Albany received many patients on their own voli- 
tion. Some of these patients became violently 
and permanently insane, but many of them re- 
covered, so large a proportion indeed that the 
Boston Psychopathic Hospital’ was established to 
receive voluntary and committed patients, both 
in the acute and earlier stages of the disease. The 
Temporary Care Laws of Massachusetts provide 
that any reputable physician may by making out 
a request on a prescribed form have an individual 
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who is suspected of suffering from a mental trou- 
ble, sent to the Psychopathic Hospital and de- 
tained for a period of ten days for study, without 
legal formality. 

During 1919, 1466 patients or 77.9 per cent 
of the admissions were temporary cases. 

The Voluntary Commitment Law is enforced 
in fifteen states. Nine of these states admit the 
patient without a physician’s certificate, four re- 
quire a certificate signed by one or two physicians 
and in two of the states the patient must have a 
certificate signed by the county judge. The pa- 
tient may leave the hospital by giving the super- 
intendent a three days notice of his intention. 
In Illinois the voluntary request must be signed 
by the county judge. There is also a provision 
in the Illinois law in which a patient may be 
placed in a state hospital for observation for a 
period of ten days. If the relatives would advise 
the patient of these laws, the preliminary features 
of legal commitment could be avoided.” 

The method in vogue at the Cook County Psy- 
chopathic Hospital obviates the necessity of a lay 
jury, the medical commissioners merely certify- 
ing to the findings of the Psychopathic Hospital 
staff. The patient is not exposed to the morbid 
curiosity of the general public. This is laudable 
and humanitarian. 

Let us see what is necessary for the final ad- 
mission of a mental case to a State Hospital.* A 
certificate of a physician must be presented to 
the clerk of the County Court, and a complaint 
filed by some citizen that the individual is unsafe 
to be at large. A writ is served on the patient 
by the sheriff and is taken by that officer to the 
Psychopathic Hospital or some other place where 
he can be presented before the county judge, be- 
fore a mixed jury or medical commission. Rep- 
resentatives of the sheriff and county clerk are 
present. Interrogatories covering the private life 
of the patient are filled out and filed for public 
inspection. 

If the individual is declared insane, commit- 
ment papers are made out, signed by the county 
judge, county clerk and the commission or jury, 
and the sheriff, armed with warrants, presents 
the patient at the State Hospital. The superin- 
tendent of the hospital signs one of the warrants 
acknowledging the reception of the patient, the 
sheriff signs the other warrant acknowledging the 
delivery of the patient to the hospital, and from 
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thenceforth the superintendent is held responsi- 
ble for the patient’s detention. 

It is a crime for a person to lose their mind, and 
there is as much legal atmosphere in the case as 
in that of a prisoner being committed to prison. 
In keeping with these medieval laws, the super- 
intendent of the hospital took every measure for 
the safe keeping of his charge, and in accordance 
with the popular idea of detaining the insane, 
built four and five-storied asylums with barred 
windows, locked doors, and padded cells, for the 
safe keeping of the patient, eliminating any pos- 
sibility of an escape. Camisoles, muffs, cuffs, 
anklets, strong suits, covered beds, chains and 
other inhuman paraphernalia were freely distrib- 
uted, adding additional misery to the unfor- 
tunate. ° 

Illinois* took the lead in dispensing with these 
inhuman methods, it being my pleasure as super- 
intendent of the Elgin State Hospital to remove 
the bars from the windows and discontinue all 
extreme measures. An order of the Board of 
Administration shortly afterward dispensed with 
restraint in all of the institutions of the state. 
Greater freedom to the patient followed the initi- 
ation of these humane methods; wards were 
thrown open, parole of the grounds was freely 
permitted and many patients allowed to visit in 
the city without an attendant... Trained female 
nurses were placed in charge of male patients, 
woman patients were granted parole in groups of 
three or more. 

As a result of this greater freedom and liberal 
policy, escapes were more frequent, and occasion- 
ally a crime would result, criticism was rife, and 
scareheads in the newspapers warned the public 
of a wild man being at large. 

The World War with all of the misery, broken 
hearts, and sorrow for which it was responsible, 
did many things through the medical depart- 
ment of lasting value. As the recruits reached 
the cantonments, many were found to suffer from 
mental disease, stockades were built and all the 
old methods of restraint were insisted upon until 
the® National Mental Hygiene Society interceded. 
To the surprise of the lay officers it was demon- 
strated that these inhuman measures were not 
necessary, and the mental patients were cared for 
under the same roof with the medical and sur- 
vical cases. Particularly was this demonstrated 
at the Walter Reed Hospital in Washington. 
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Work has been the main feature of therapy. 
and from the pure shop and group features there 
has been evolved the personal feature, the stimu- 
lation of the deteriorating type, so that occupa- 
tional diversion has been replaced by occupational 
therapy. In other words, the reclamation of the 
apparently hopeless to a field of usefulness in the 
institution and adjustment for the stern realities 
of outside life. 

The untidy ward or cottage has always been 
the blot, toward the effacement of which every 
superintendent has given much thought. Thirty- 
five per cent of the admissions are those of de- 
mentia praecox, and by reason of that most 
prominent symptom, lack of interest, the victim 
is ultimately sent to the untidy ward. Lack of 
interest in the individual becomes infection, and 
the microbes spread to those in charge, the prob- 
lem becoming serious for humanity. 

It was this state of affairs that prompted an 
experiment. I chose twelve women patients of 
the most deteriorated types, mute, resistive, nega- 
tivistic, untidy, all of whom had to be spoon fed. 
dressed and undressed, and placed them in 
charge of an exceptionally intelligent and hu- 
mane nurse, a former school teacher. Kinder- 
garten methods were pursued, habit training, 
school work, fancy work, interspersed with music, 
games, dancing, skating, golf, tennis, etc., being 
the schedule for the day. Daily progress of the 
work of each patient furnished a marvelous les- 
son of the fruits of personal attention.* 

At the end of five months nine of these pa- 
tients had improved sufficiently to co-operate in 
the ordinary routine of ward life, three of the 
number ultimately adjusting for parole to their 
homes. Thus occupational therapy was initiated 
in the Illinois State Hospitals. The work of 
these patients was exhibited at the meeting of the 
American Medico Psychological Association at 
the annual session in New York City in June, 
1917. Occupational therapy has had rapid 
strides, schools for teachers have been opened in 
various states—many in the state hospitals, from 
which the intelligent type of nurse became the 
most efficient. The experience of the World War 
has indicated the merit of occupational therapy 
in the great work of reconstruction which is still 
in progress. 

To attain the best results in the institutional 
care of the mentally affected, the atmosphere and 
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environment should be adjusted to fit homelike 
surroundings. These people are taken from their 
homes—humble in most instances, but still a 
home—and they are entitled to every considera- 
tion for their betterment. The patient should be 
housed in one-story cottages, well furnished, with 
pictures adorning the wall, well selected, with 
flowers and plants, good reading material, mu- 
sical instruments and games for their amuse- 
ment. Good food properly cooked and served hot 
is essential. Table cloths changed daily, white 
china dishes should adorn the table, with a knife 
and fork supplied to every patient in the hospital. 
Table ethics can be best cultivated under these 
conditions. There should be no evidence of bars 
on the windows or doors and with 75 per cent of 
the population the doors of their quarters leading 
to the halls and grounds may remain unlocked. 
It is surprising how obedient mental cases are 
to authority, and it is seldom a rule is broke 
when the patient is humanely treated. Mental 
patients like pretty things, a pretty dress, a rib- 
bon, a flower will subdue the desire for destruct- 
iveness in the most acute cases. This was best 
exemplified during the Christmas holidays as on 
those occasions the destructive and mischievous 
types manifested great interest in the ward deco- 
rations, assisted in putting them in place and 
rarely destroyed them. It is the defective indi- 
vidual who is constantly upsetting discipline. 
his latter class should not for obvious reasons 
be sent to a state hospital. Their presence among 
the purely mental class is detrimental to the lat- 
ter’s welfare and recovery. Many of these de- 
fective individuals are tagged and sent to a state 
hospital, when they should be sent to jail. It is 
the escape of these maliciously mischievous indi- 
viduals, and their anti-social conduct which calls 
forth violent criticism upon the head of a humane 
superintendent. The term “insane” has never 
been properly defined. It is the cause of endless 
disputes in legal cases. Every author has a 
definition and the whole proposition finally in- 
volves whether the individual knows the differ- 
ence between right and wrong. Many cases of 
mild mental disturbance, without organic change, 
are presented for classification. Recovery usually 
takes place by simple means, but with the present 
methods the Psychopathic Court has no alterna- 
tive in most instances but to declare the individ- 
ual insane. It is a rough word which clings, 
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blights the prospects, wrecks the future and pro- 
hibits the ordinary activities of a useful career. 
It may be interesting to know that the term 
“Lunatic” is still used freely in the phraseology 
of the commitment laws in twenty-five states. 
To more adequately describe the patient he is 
classified in some states as the “Pauper Luna- 
tic.” There is some satisfaction for the “Indi- 
gent Lunatic” that he is given preference in ad- 
mission where the hospital is overcrowded. 

The first statute in existence in this country 
for the commitment and care of the insane was 
passed by the Massachusetts Legislature in 1788. 
The act provides, “Whereas there are persons who 
by lunacy or otherwise are furiously mad, and 
so disordered as to be dangerous to go abroad, it 
shall be lawful for two or more justices of the 
peace to cause to be apprehended and kept safely 
locked up such persons in some secure place and 
if necessary to be chained there.”* 

In those early days there was cause for such a 
law to be enacted as a person devoid of his reason 
was presumed to be possessed by the devil and 
witches were burned at the stake, but why in 
these days of modern research should such laws 
apply? Where an individual is accused of crime 
and held as insane by the court some legal meas- 
ure must of necessity be invoked for his deten- 
tion, but there are hospitals for this special pur- 
pose and all such cases should be sent to these 
hospitals. 

The early history of the care of the insane 
was purely custodial, contracts being awarded to 
the lowest bidder, the patients being confined in 
jails, houses of correction and prisons, in com- 
pany with criminals. The first hospital for the 
care of the insane was built about 1833. Since 
that period the pedulum has swung to and fro, 
first for humanity and then a retrogression to 
barbarism. 

When I entered the state service in 1893, re- 
straint of all kinds, including the famous Utica 
Crib was used. An act was passed by the Illinois 
Legislature prohibiting restraint unless ordered 
by the physician and provided that a record must 
be kept of the restraint used, for the inspection 
of the public. 

During the following four years sincere efforts 
were made at the Elgin State Hospital to pro- 
mote humanitarian methods and credit is due 
Dr. Arthur Loewy, the superintendent. It was 
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during this period that I dreamed of a day when 
restraint and bars would be consigned to the 
scrap heap and the mentally ill, unfettered, would 
be granted the liberty so necessary for their re- 
covery. The removal of bars is not a matter of 
experiment but a lesson learned from a study of 
the situation. 

It is a matter of psychology. Liberty is a 
precious thing, and the love of freedom is a 
prominent part in everyone’s makeup. Whether 
well or ill, mentally, one is not so anxious to ob- 
tain that which is forcibly forbidden him if the 
barrier is not constantly before him. Restraint 
and seclusion is being rapidly discarded and such 
steps, it has been proven, helped immensely in 
installing in the disordered mind of the individ- 
ual the fact that he is not a criminal but a pa- 
tient, and they produce, it has been determined, 
a condition whereby the person under treatment 
is more tractable. 

In most forms of mental trouble the patient 
is under great apprehension and fear. This con- 
dition is enhanced by the methods used for their 
commitment. Every step is clothed with legal 
authority and finally he is housed behind bars. 
This conspiracy of which his diseased brain has 
conceived, is now a fact; he is a prisoner, and his 
relatives, the mother, father, wife, brother and 
sister are responsible. Can you wonder why the 
mental patient dislikes his best friends? I have 
often seen patients brought to the hospital tied 
down with ropes, and with the body covered with 
abrasions and contusions as a result of brutal 
handling. This treatment is most unnecessary 
and is the result of ignorance and the prevailing 
attitude of the masses toward the mentally 
afflicted. 

Elimination of these barbarous means is hap- 
pily being brought about by healthy and progres- 
sive co-operation by the various mental hygiene 
social service and state organizations in an edu- 
cational-propaganda. Cook County made a big 
stride in the cause of humanity when a car was 
built to convey the patients from the Psycho- 
pathic Hospital to the state institutions. This 
car is splendidly fitted for the comfort of the 
patient, the physicians and trained nurses in 
attendance. 

The family physician is handicapped in many 
ways when called to adjust the treatment of a 
mental case and obstacles confronting him. The 
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easiest way out of the dilemma is to send the 
patient to the Psychopathic Hospital, but the 
relatives protest and urge home treatment. The 
nurse problem then presents itself. Few nurses 
are trained in mental nursing, and are difficult 
to obtain owing to the high wage demanded. 
Home treatment is ideal, and can be carried out 
successfully in acute upsets. Fear on the part of 
the relatives is a detracting feature in obtaining 
good results. As a rule the members of the 
household are agitated and emotional, showing 
more stress than the patient. All this must be 
corrected and replaced by an atmosphere of 
cheerfulness and calm, thus inspiring confidence 
in the patient. 

In closing I wish to refer to the old four and 
five-story structures known as the main buildings 
of the state hospitals. These buildings present 
problems due to constant overcrowding. These 
structures were erected during an early period 
when only custodial care was considered. The 
wards were presumed to accommodate from 
thirty to forty-five patients and there were par- 
lors and day rooms in each ward but nowadays 
these wards are housing from sixty to eighty 
patients and parlors and day rooms are used as 
dormitories. The beds are so close together that 
there is but few inches space between. As a re- 
sult of this overcrowding, ward halls are filled 
with a jostling mass of humanity. 

One and two-story cottages accommodating 
fifty to seventy-five patients can be erected by 
employes and patients, thus obviating this over- 
crowding. Cement blocks for outside walls, ter- 
razzo and cement for flooring and all kinds of 
mill work from rough lumber are made in the 
institution ; sand and gravel in unlimited quan- 
tities supplied from pits on the grounds. In 
three years during my administration five struc- 
tures were erected by the patients and employes. 
If all of the old buildings could be torn down 
and cottages supplant them the patients would 
receive modern hospital treatment instead of 
custodial care. 

122 S. Michigan Boulevard. 
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DISCUSSION 


Dr. Edward A. Foley: The law under which IIli- 
noise is now taking care of the insane is fully covered 
in the revised statutes. This law has been in force 
since 1873. Plainly, under this law we are looking 
to the safeguarding of the rights of the individual. 
In this manner the law provides that the commitment 
to hospitals for the insane shall be by three methods: 
First, jury trial; second, a commission with two phy- 
sicians, and third, a voluntary commission, provided 
the individual is in such a state of insanity that he 
requires care and treatment in a_hospital for the 
insane. 

In the City of Chicago I can hardly see how we 
can modify the commitment laws to the hospitals 
for the insane, because our population is made up of 
50 per cent. of the foreign born, who are not familiar 
with our ways of living. They live in communities 
by themselves, bringing with them their habits and 
customs from southeastern Europe, and nothing hap- 
pens until some overt act is committed calling on the 
civil authorities to bring the person committing the 
act to a place of detention. Cook County has pro- 
vided a place where these individuals can be taken, 
the psychopathic hospital. This hospital is under the 
supervision of psychiatrists and a corps of physicians 
and nurses: Observations are made into their mental 
state and their physical condition is examined. They 
are examined serologically, the facts obtained, and 
the case is presented to the county judge. The judge 


arranges so that the relatives can be present and give 
the facts in the case, whether he has been misbehav- 
ing, whether he has lost his reason, and after all these 
things are gone over the patient is brought in to 


state his own case. As the examination is conducted 
at the present time, two physicians are present who 
make a record of the facts of their examination, both 
mental and physical in the case and make recom- 
mendations to the county judge. If a patient is de- 
prived of his reason, they make recommendations as 
to whether the patient should or should not be sent 
to one of the hospitals for the insane. This applies 
to the City of Chicago. In some of the counties out- 
side of Chicago advantage is taken of the law by 
which a patient is brought to the hospital for the 
insane pending an investigation into his mental con- 
dition and whether or not he is insane. This works 
out very well in some hospitals in which I have ob- 
served the cases. Where there is doubt as to a pati- 
ent’s mental condition, the physicians in the hospital 
have him under observation and make a report to the 
county judge, who visits the institution in the ten 
day period, and, if necessary, commitment papers will 
be issued. 

In Chicago, following the issuance of the legal 
papers by the county judge, the papers are distributed 
to the various institutions in this locality. 

The late Judge Scully looked after these patients 
in a more humane way. During his term of office, 
patients were taken from the psychopathic hospital 
to the various state hospitals in automobile busses. 
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Prior to this time they were taken by almost any 
conveyance, on street cars, led through trains, and 
conveyed to Elgin or to Kankakee. Judge Scully used 
his influence with one of the street railway companies 
and had a special car built to bring them to the in- 
stitutions, and the conditions under which they ar- 
rive now are more humanizing than in previous days. 

Recently improvement has been made in bringing 
these patients to institutions, and that is, at the sug- 
gestion of the superintendent of thePsychopathic Hos- 
pital a physician accompanies a patient from the Psy- 
chopathic Hospital to the various state hospitals, 
so that all the time he is under medical care, and he 
is likewise accompanied by nurses, notwithstanding 
the fact that, from a legal point of view, they. have 
various deputies from the sheriff’s office to bring 
them to an institution. When admitted to the institu- 
tion they go through a special routine. They are 
brought into the examining room; two physicians are 
present, two supervisors, who examine them to ascer- 
tain their condition. Upon their arrival, they are 
placed in bed, and while in bed are kept under ob- 
servation, a complete mental and physical examination 
being made, including a serological examination. The 
results of these examinations are recorded. The cases 
are presented at that meeting for discussion by the 
various members of the staff, and different ways and 
methods of treatment are outlined, and it is determined 
whether or not the individual should be permitted to 
remain in the institution for an indefinite period or 
held for a certain length of time, or prevented from 
returning to his family and friends. 

The patients are distributed to the different build- 
ings according to their behavior. The most humaniz- 
ing things I have noticed in this institution in the past 
four years is the systematic method of putting these 
patients to do something, such as occupational therapy. 
The work these patients are given to do is generally 
planned according to their condition, and to keep them 
from deteriorating mentally and physically, if pos- 
sible. Occupational therapy is the most humanizing 
thing I have observed in the institutions, and Dr. 
Gahagan has completely removed all restraint. These 
patients are treated by hydrotherapy, they are placed 
in a department where they are given continuous 
baths, plenty of sunlight, and their condition on the 
whole is much better than it was in the institution 
ten years ago. 

At the Chicago State Hospital, where thousands of 
patients are admitted a year, you will be surprised 
to know that they have taken away from the institu- 
tion during the year 150 patients, not as cured, but 
they have returned to the condition in which, they 
were previous to admission to the institution and in 
many ways are better citizens than they were previ- 
ous to their experience in the Psychopathic Hospital 
and State Hospital for the Insane. 

Dr. BAynarp Hotmes, Sr.: You can probably hardly 
appreciate the tremendous complexity of the problem 
of commitment. This problem is really one of great 
significance, because it has a legal entrance into a 
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medical field, and by that very fact the medical at- 
titude of the institutions of the insane is modified 
greatly from that of the medical attitude of other in- 
stitutions where no legal commitment is still main- 
tained. It seems to me, a great curse lies in this 
change in the attitude of those in charge of the in- 
sane towards their wards. It is not the attitude of the 
physician. It is the attitude of the keeper, and that 
permeates and grows in increasing force upon one as 
they observe the esprit de corps of the keepers of the 
insane. I regret exceedingly that there seems to be 
no solution to this problem. I am strongly in favor 
of some relaxation, and I have frequently known 
instances where great suffering was produced by the 
need of the legal commitment. When a patient is 
committed, he then goes into a class of committed 
persons, legally committed persons, and he is not put 
in any particular place where any particular care is 
so be given him which is different from what is given 
another individual. The insane should, from the very 
earliest time that they appear in an institution, be so 
arranged, so divided, and so placed that they can be, 
from the very first day, advanced gradually toward 
the best possible physical and mental condition, but 
when they go into an institution twenty or fifty at 
a time, it takes weeks before this division or classifi- 
cation can be made. It takes a long time before any- 
thing can be done with them to improve their mental 
and physical condition. The institutions themselves 
are almost units. There should be something like a 
colony for a large proportion of the insane where they 
can live entirely out of doors. They could take care 


of themselves with the least possible supervision, and 
they should be classified according to the occupation 


in which they could really be useful. They are 
stamped out of society, they are out of the competi- 
tive system, but they can be placed in a position where 
they could be occupied and engaged in useful and 
favorable employment. This is not, it seems to me, the 
great point which we look forward to in regard to the 
insane. 

The whole problem of insanity is an unknown one 
except in a very narrow part of it. We know the 
proportion of insanity that is caused by syphilis. That 
is practically the only great group of the insane where 
the etiology is understood. The other group of the 
‘insane, where there is no understanding of its etiology, 
is relatively small; but investigation and research into 
the cause of insanity is not in existence. If the in- 
sane are removed from the ordinary care of the medi- 
cal profession, they are congregated into the hands of 
the state officers, and the state lunacy board never asks 
for adequate funds for investigating the causes and 
possibilities of prevention and cure of the insanities. 
It is right here where any advance that is to come in 
the conduct of our institutions for the insane must 
begin. There must be adequate research into the 
cause of these conditions, and following the success 
of that research it will be possible to prevent other 
forms of insanity as it is now possible to diminish 
the number of cases of paresis. Syphilis and its treat- 
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ment is necessary to the prevention of the insanity 
from that cause. So it will be in regard to the other 
insanities. 

What I would like to see is a positive interest on 
the part of the medical profession in the condition of 
the institutions of the insane, and an absolute as- 
sumption of the responsibility upon their part that 
adequate research and investigation shall be made of 
the condition of the insane, the possibilities of find- 
ing the cause, and the possibilities of prevention and 
cure. 


Dr. Clarence A. NeyMANN: I believe a few words 
might be said about the admission of patients to the 
Psychopathic Hospital. Before these patients are 
passed on to be committed to a state hospital, there is 
a definite law about commitment, but like all laws, 
this law does not really work, and it is a fact that the 
Psychopathic Hospital at the present time often works 
without the laws, and I believe justly so. 

Legally, if a patient is brought to the Psychopathic 
Hospital, a doctor of standing has to sign a certain 
paper or papers, and the relatives take those papers 
down to the county building, and then a written report 
is brought to the sheriff and the sheriff delivers the 
patient to the hospital. But that is not actually so. 
Mostly, the commitments of patients to the Psycho- 
pathic Hospital are as follows: The relatives come 
and actually bring a patient there, and sometimes a 
patient may be admitted as a ruse by the relatives. 
However, this may happen only once or twice a year 
where the admission rate is approximately 6000 pati- 
ents. A doctor talks to the patient and relatives and 
discusses the question whether he needs treatment or 
not, and if we have a certificate from a doctor, we will 
take a patient. If a patient has no certificate, we will 
take out one, if we think it is necessary. If it is a case 
that ought to be admitted, a certificate is made out 
which ought to have been obtained before. 

A great many patients come to the Psychopathic 
Hospital as voluntary patients; others come through 
the advice of a physician or they come on account of 
pressure exerted by the members of their families. 
The admission rate at the present time at the Psy- 
chopathic Hospital is approximately 120 patients a 
week. We have 200 beds in the insttiution, and in 
spite of this discrepancy between the number of beds 
and the number admitted each week, we have to get 
rid of a great many of them. About 20 per cent. of 
the patients are discharged from the Psychopathic 
Hospital as recovered or improved, and 10 per cent. 
more, making 30 per cent. in all, are sent back to their 
families and are provided for in sanitariums and other 
institutions. In this way the patient escapes the legal 
aspect of the whole business, and patients in the wards 
have taken on the attitude that it is easy to get out of 
the Psychopathic Hospital; that it is a place where 
they are not necessarily locked in, but are treated 
with occupational thereapy, with hydrotherapy, and 
with psychanalysis. A short time ago a patient in 
one of the wards rushed up to me and said, “Doctor, 
when do you think I will be ready to go home?” I 
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replied, “You had better see your ward physician, but 
I think you will be able to go home very soon.” 

The research facilities in the Psychopathic Hospital 
are limited, because at the present time there is no 
adequate laboratory arrangements. But that has been 
partially overcome by the attitude of Dr. Hektoen, who 
has furnished a laboratory to the Psychopathic Hos- 
pital for the use of purely research work. 

The whole problem to my mind is one of turning 
over a hospital for the insane into a hospital along 
general hospital lines, of pacifying the relatives of 
patients who are often obstreperous and of assuming 
the same attitude toward these people that one would 
assume if he were treating a surgical, a gynecological, 
or medical case. I think the great trouble in our hos- 
pitals for the insane is that there are so few doctors, 
generally speaking, that they can never assume that 
real relation of physician to patient in our state hos- 
pitals. We need more doctors in our state hospitals, 
and we need more doctors than we have at the present 
time in the Psychopathic Hospital. With 200 beds, 
and only nine physicians, it is necessary to get more 
people interested in this work and to establish a closer 
medical relation between the patients and the doctors 
themselves. 

The whole problem of research is to my mind in- 
timately connected with the general connection of the 
research physician to psychopathic work and the treat- 
ment of research in this direction should be along ex- 
actly the same lines as in general medicine, or sur- 
gery or any other field. 

Dr. Georce W. Hatt: I wish to make a remark in 
addition to what Dr. Neymann has said, who is the 
chief resident physician at the Psychopathic Hospital. 
In my opinion great progress has been made during 
the past few years in the handling of the insane at the 
Psychopathic Hospital. At the present time, we have 
not only Dr. Neymann’s ability and his associates, but 
we have one of the best superintendents of nurses I 
think the Psychopathic Hospital has ever had. In ad- 
dition to that, every Tuesday evening there is a meet- 
ing of the attending staff with the local resident staff, 
at which so-called doubtful and borderline cases are 
taken up and discussed, as far as possible, during that 
evening. I think this has been of great benefit not 
only to the patients but to the resident physicians as 
well as attending physicians. I wish to call attention 
to the fact that these meetings are open to physicians 
of the city and county, and we feel it would be of 
great benefit to them and it would help to educate all 
of us if we had a larger attendance at these meetings. 
We have cases a great many times that are not in- 
sane, and such cases together with those that are in- 
sane, make the meetings more interesting for that 
reason. 

Dr. GawacaNn (closing the discussion): I am very 
much pleased at the interesting and free discussion 
which my paper has aroused. I mentioned in my pa- 
per the fact that patients are being handled in a more 
humane manner ; that they are receiving more humane 
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care, and the proceedings of the psychopathic court 
are ideal in Cook County. 

The object of my paper relative to commitment is 
to avoid the usual preliminaries for the admission of 
the patient. For instance, in many places it is neces- 
sary to detain the patient in a jail for several days 
awaiting the pleasure of the county judge. If you will 
read Koren, “Laws Relating to the Commitment and 
Care of the Insane in the United States”, it will shock 
you to know how crude and cruel are these laws apply- 
ing to the mentally ill, in many states. I realize that 
through the kindness of Dr. Neymann a patient may 
be admitted to the Cook County Psychopathic Hospital 
pending the receipt of the usual legal forms. Why not 
have laws amended fitting in with the Massachusetts 
Temporary Care Act? Seventy-seven and six-tenths 
per cent. of the patients admitted to the Boston Psy- 
chopathic Hospital were temporary care cases, and of 
these 75 per cent. were discharged to the community 
without need of further care. The brilliant work of 
the late Dr. Southard was made possible through pro- 
visions of these laws. 

Modification of the laws preventing the mentally 
ill being placed in jail and permitting their admission 
to the hospital pending receipt of legal forms, should 
be requested of the legislature. 





THE SAUNDERS AND ROSENOW THE- 
ORIES OF ACUTE POLIOMYELITIS* 


JoHN Zanorsky, M. D. 
SAINT LOUIS, MISSOURI 


To the practitioner one of the most interesting 
problems that stili remains to be solved is the 


etiology of poliomyelitis anterior. Why should 
this disease occur sporadically all over the United 
States every year, sometimes increasing, some- 
times decreasing in the number of cases, occur- 
ring mostly in the rural communities or in the 
suburbs of large cities? Why should this disease 
occur in the summer only with a few exceptions, 
and what immunizes the adult, so that most of 
the cases are in children? To these questions 
no positive answer can be given. When the dis- 
ease suddenly takes an epidemic form, as it did 
in the eastern states a few years ago, the medical 
profession and the public naturally take a greater 
interest in the subject. But the disease every 
summer produces its hundreds of victims all 
over the country. 

The workers of the Rockefeller Institute, after 
most careful experimentation and study, decided 
that the disease was transmitted by human 


“Read before the Southern Illinois Medical Association, Nov. 
4, 1920. 





June, 1921 


carriers, that the virus is found in the nasal and 
faucial secretions and the disease is conveyed by 
contact. This theory, while well supported by 
some experimental facts, does not satisfy the de- 
duction made by practitioners from clinical cases. 
The virus, whatever it be, must be very widely 
scattered and only reveal itself by an occasional 
endemic outburst. 

There are two theories based on experimental 
and clinical evidence, which have been put for- 
ward since Flexner attempted to explain the 
disease. The first of these is the fly theory, 
especially championed by Dr. E. W. Saunders of 
St. Louis. Dr. Saunders’ work was never com- 
pletely published, but his work was very extensive, 
and embraces a very large number of experi- 
ments running over several months. He accuses 
the green fly of being the intermediate host in 
the transmission of poliomyelitis. He shows 


conclusively that the larvae of the green fly 
grown in certain dead animals at certain times, 
convey a very powerful poison, which produces 
limberneck in chickens, paralysis in pigs, dogs 
and monkeys, and the disease has a remarkable 
resemblance to human poliomyelitis. 

To any one who has followed his experiments, 


as I had the opportunity of doing, there can be 
no doubt but that he was dealing with a positive 
and powerful virus. The poison extracted from 
these larvae and injected intraspinally into the 
monkey, produced typical symptoms of poliomye- 
litis as in man. The incubation was 7 to 9 days, 
and at least in two instances the disease was 
transmitted from the spinal fluid of one monkey 
to another. Microscopic lesions obtained post 
mortem from these monkeys could not be differ- 
entiated from the lesion known to occur in the 
human being from this disease. A summary of 
the principal part of his work was printed in 
the Missouri State Med. Journal, 1914, p. 205. 

Dr. Saunders assumes that the virus of po- 
liomyelitis, like rabies and tetanus, has a habitat 
outside of human beings and is conveyed, or 
better still, is developed to full potency in the 
green fly and its larvae, and the disease may be 
transmitted by the ingestion of the larvae or ova 
of the green fly, or the bite of the green fly. Dr. 
Saunders did not, however, prove that the virus 
was the same as that producing poliomyelitis in 
children. There are several serious objections 
against the theory that these poisons are the 
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same. The extreme susceptibility of guinea pigs. 
rabbits and chickens does not support facts known 
about the human disease. His experiments 
showed that there are two distinct parts of his 
virus, one of which causes toxic symptoms within 
a few hours, while the second required from 7 
to 9 days to develop. He explains this by as- 
suming that a powerful toxalbumose was as- 
sociated with a living pathogenic microorganism. 

Medical science knows of another virus, which 
also produces nerve lesions and death, and which 
Dr. Saunders’ experiments have not excluded, 
namely, the botulismus poison produced in a 
variety of foods by the bacillus botulinus. Recent 
studies and experiments at the University of 
Illinois have shown that the so-called food 
poisoning in animals is probably due to this 
virus. The general symptoms produced by Dr. 
Saunders’ virus on guinea pigs, rabbits and 
chickens entirely resembles the effects produced 
by the injection of the botulismus poison. The 
opinion now received in scientific circles is that 
the limberneck in chickens and sporadic paraly- 
sis in the lower animals may be due to the botu- 
lismus poison growing in a variety of spoiled 
foods. It is possible that this poison forms in 
certain dead animals undergoing putrefaction, 
and that the larvae of flies may absorb it and 
convey it. Experimental evidence is still lacking. 

There are, however, a few facts connected with 
Dr. Saunders’ experiments which cannot be ex- 
plained on the ground of pure botulismus poison : 
namely, the long stage of incubation in some of 
his animals and the transmission of the poison 
from one monkey to another by means of its 
spinal fluid. This theory then, has in it many 
gaps, and until they are closed by more experi- 
mental work, we cannot accept this theory as a 
working basis. 

Another theory is that proposed by Rosenow, 
who, Minnesota Medical, 2, 253, 1919—has 
made extensive experiments on the etiologic re- 
lationship of a pleomorphic streptococcus, which 
he found constantly present in the diseased 
tissues and from which it may be cultivated 
months after glycerelation. It has a special 
localization power in the nervous system and pro- 
duces lesions and flaccid paralysis in young 
rabbits and guinea pigs. The organism is 
filterable. The same organism may be made to 
infect monkeys in which the characteristic symp- 
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toms and lesions are produced. Antibodies are 
produced in monkeys which make them immune. 
Horses injected with the aerobic form of human 
virus produces a large amount of specific anti- 
bodies in the serum, which protects monkeys 
from intracerebral inoculations of the virus and 
has a curative effect in the treatment of human 
poliomyelitis. 

There are many clinical facts which are diffi- 
cult to reconcile with Rosenow’s theories. If it 
is a streptococcus and conveyed by secretions of 
the mouth, why does the disease occur in the 
summer only? All respiratory infections of 
whatever kind occur mostly in the winter. An- 
other difficulty is that the disease produces a 
permanent immunity and we do not know of 
any streptococcus infection that produces a 
permanent immunity. Again he claims that his 
horse serum contains many antibodies, which is 
also quite different from what is produced by 
the injection of streptococci in horses. Flexner 
and his workers have made several experiments, 
which seem to indicate that the streptococcus of 
Rosenow is merely a secondary invader coming 
from the nose and throat, and not the original 
cause of the disease. 


The Rosenow’s streptococcus then would be to 
poliomyelitis what the streptococcus is in scarlet 
fever, small pox and influenza; merely a secon- 
dary infection in tissues weakened by the paraly- 
sis poison, and whose presence would vary 


somewhat in different epidemics. The clinical 
results of Rosenow’s serum too, do not as yet 
justify the theory that his streptococcus is the 
primary cause of the disease. He reports a 
mortality of about 10 per cent. in cases in which 
the serum was used. This corresponds very 
closely with the average mortality of clinically 
recognized cases. Thus in the last 5 years I 
have seen about 63 cases of poliomyelitis in 
their acute stage, in which a positive diagnosis 
was made either by spinal puncture or by the 
subsequent history of the case. Five of this num- 
ber died, giving a mortality of less than 10 per 
cent. Only five of these were treated by the 
Rosenow serum. If we add to this number a 
large group of cases presenting nervous faucial 
and gastroenteric symptoms, undoubtedly due to 
the virus of infantile paralysis and show no par- 
alytic symptoms, the mortality becomes still less. 

I do not wish to leave the impression that the 
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Rosenow serum has no value in the disease, even 
if the green streptococcus is only a secondary 
invader. A serum which overcomes its toxicity 
should be of considerable service. My own ex- 
perience in the use of this serum is very limited. 
I believe that Rosenow’s careful work should 
receive merited attention, and the serum that 
has been produced under his direction should be 
given an extended trial. 

It is questionable, however, except for scien- 
tifie purpose, that we should advise lumbar 
puncture in all suspected cases. I have gotten 
the clinical impression that lumbar puncture in 
some children produces a certain amount of shock 
and this lowers the resistance to the infectious 
organism. Lumbar puncture then should only 
be resorted to where the clinical diagnosis can 
not be made with a fair degree of certainty. Its 
use is indicated where there is possible doubt 
as to the diagnosis and when the possibility of 
cerebro-spinal fever can not be excluded. 

The Rosenow serum should be given intra- 
venously or intramuscularly in all cases where 
a careful clinical examination shows the probable 
presence of infantile paralysis. It is necessary 
here to again call attentién to the fact that many 
of the cases of sporadic infantile paralysis may 
really not be this disease, but due to the 
botulismus poison, and the possibility of this 
poison should always be carefully considered in 
isolated cases of the paralysis. The Rosenow 
serum would then, of course, be of no service, 
but its administration would probably do no 
harm. 

536 N. Taylor Ave. 





THE OUTLOOK FOR THE FOURTH ERA 
SURGERY* 


Robert T. Morris, F. A. C. S., 
NEW YORK CITY 


The first era of surgery was heroic. Both the 
patient and the surgeon required a high degree 
of bravery and the technique was based upon em- 
pirical formulae. Next came the second or ana- 
tomic era of surgery when the great anatomists 
entered the field and allowed surgeons to know 
accurately about the structures with which they 
had to deal. So great was the progress made in 


*Read at the meetin 
ciety, Waterloo, Iowa, 


of the Tri-State District Medical So- 
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the second era that one of the great teachers of 
the time said that surgery had reached its limita- 
tions. Nothing more remained for the student 
of surgery in the future excepting to acquire the 
knowledge of what was already known and to 
perfect his manual technique. The most’ re- 
markable advance during the days of the ana- 
tomic era consisted in the introduction of anes- 
thesia, something quite separate and apart from 
the anatomic features of the subject. 

Then came Pasteur and Lister who introduced 
the third or pathologic era of surgery with our 
knowledge of infections. A complete revolution 
in the whole field of surgery followed and the 
third era was the one in which the greatest prog- 
ress in all history up to that time had occurred. 
According to the principles of the third era the 
surgeon was to destroy bacteria and their prod- 
ucts by means of his own resources. The physi- 
ologic resources of the patient himself were over- 
looked, or at least were not given important 


position. The surgeon in his conscientious 


efforts to destroy bacteria and to remove their 
products introduced two destructive features. 


The first of these destructive features included 
the employment of germicides which injured the 
defense mechanism of normal tissues at the same 
time when they were destroying bacteria. Sur- 
geons soon became aware of the importance of 
this first destructive phase of the third era and 
corrected it by disposing of germicides which 
caused injury to normal tissue cells. The sec- 
ond destructive phase, that of prolonged opera- 
tions and with unnecessarily large incisions which 
led to destructive impulses being sent into the 
centers of consciousness of the patient, is not as 
yet fully appreciated. Furthermore, the fact that 
many bacteria fall into the wound while the sur- 
geon is at work has a very distinct meaning. It 
means that in the course of prolonged operative 
work and with large incisions very many bacteria 
fall into the wound from the air and upon struc- 
tures which are more or less damaged, with con- 
sequent loss of resistance in the course of opera- 
tive work. Experiments made with culture 
media in Petri plates exposed in the operating 
room under the best of aseptic precautions showed 
that culture media become infected after fifteen 
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minutes of exposure and sometimes after only a 
few minutes exposure. 

We are now at the beginning of the fourth or 
physiologic era in surgery. Wright and Metch- 
inikoff with their studies of opsonins and of the 
protective forces of the individual gave us a basis 
upon which we may formulate the principles of 
the physiologic era. In this era we are to give 
the patient Home Rule, in other words, we are 
to avoid as far as possible long exposure of the 
wound to the air, we are to make as small inci- 
sions as will suffice for conducting our operative 
work and we are to avoid the handling of struc- 
tures as far as possible in order to avert the 
destructive impulses sent to the centers of con- 
sciousness of the patient even when he is thor- 
oughly anesthetized as has been shown by Crile. 
One of the features of the third era of surgery 
has stood in the way of rapid acceptance of the 
principles of the fourth era. When the rubber 
glove was introduced it gave us a distinct advan- 
tage in avoidance of carrying bacteria into the 
wound by the hands. On the other side of the 
question there was a loss of the tactile sense on 
the part of the surgeon which has led him to 
make larger incisions and to work largely by 
sight. In the fourth or physiologic era we are to 
take into consideration this feature of the ques- 
tion and we must get back to the tactus eruditis 
of the older surgeons who, like Tait and Price, 
had remarkably good results. Such good results 
in fact that these men were slow to accept teach- 
ings relating to the germ theory of infection. 
The protective resources of the individual are 
truly remarkable when these resources are dem- 
onstrated after avoidance of shocking methods of 
surgical technique. 

When surgeons in general come into full ap- 
preciation of the importance of the protective 
resources of the individual we shall then emerge 
into an acceptance of the principles of the fourth 
or physiologic era of surgery which will make 
almost as great a revolution as that which oc- 
curred with the introduction of the third era. 
We cannot as yet know what the fifth and sixth 
eras of surgery will mean, but doubtless they are 
forthcoming. 

616 Madison Avenue. 
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SURGICAL TREATMENT OF INTRACRA- 
NIAL INFECTIONS* 
Ernest Sacus, M. D., F. A. C. S., 


Professor of Clinical Neurological Surgery 
Washington University Medical School, 


8ST. LOUIS, MISSOURI 


In order to discuss this subject at all ade- 
quately in the brief time at my disposal, I am 
obliged to confine my remarks almost entirely to 
those types of intracranial infections that may be 
relieved by surgical measures. 

All intercranial infections may very properly 
be grouped under two headings, general and 
focal. 1 shall first consider the general types. 
These are all various types of meningitis. Those 
whose etiology is as yet not known, namely, poli- 
omyelitis and encephalitis lethargica cannot be 
benefited or influenced by any surgical procedure. 
Occasionally, however, the surgeon will be called 
to see a case that presents symptoms that suggest 
increased intracranial pressure. There may only 
be what looks like an early choked disc, somno- 
lence, or paralyses of various types. The surgeon 
may then be obliged to decide whether the con- 
dition is surgical and whether a decompression 
or some other surgical procedure is indicated. 
I am assuming that we all want to belong to that 
ever increasing group of surgeons who feel the 
necessity of making their own diagnoses and are 
not content to be merely the hands of the intern- 
ist. I have seen a number of cases of encepha- 
litis lethargica in whom for several days there 
were symptoms suggesting neoplasm or abscess. 

The history of the onset of the illness, the ab- 
sence in some cases of any focal symptoms what-~ 
ever or in other cases the peculiar distribution of 
cranial nerve palsies, which could not be pro- 
duced by a focal lesion establishes that the con- 
dition is produced by a diffuse process and hence 
is not amenable to surgery. 

The epidemic form of cerebro-spinal menin- 
gitis due to the meningococcus is also not to be 
treated surgically but is handled far more effect- 
ively by injections of Flexner serum. When the 
condition, however, becomes chronic, adhesions 
may form about the cisterna magna or the roof 
of the fourth ventricle and produce an internal 
hydrocephalus of the obstructive type. These 
cases then require surgical intervention to relieve 

*Read before the Illinois Section of the Clinical Congress of 


the American College of Surgeons, December 18, 1920, at 
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the hydrocephalus. This is the most favorable 
type of hydrocephalus to treat, for by breaking 
up the adhesions the original pathway for the 
cerebro-spinal fluid may be re-established. My 
own custom has been to carry out this procedure 
through a median line incision over the cerebel- 
lum and leaving the dura open so that the cere- 
bro-spinal fluid may be absorbed in the subcu- 
taneous tissue. There are a few cases that have 
localized meningococcus infection in one or both 
ventricles and these are greatly benefited by an 
intraventricular injection of Flexner serum. 

In regard to the other forms of acute menin- 
gitis due to pyogenic organisms there has been 
some difference of opinion. Some men have at- 
tempted to drain such infected meninges and 
some have attempted to irrigate them. As I see 
it the problem is quite similar to that we have in 
peritonitis with this difference that the meninges 
have not the marvelous recuperative power that 
the peritoneum has. Those who attempt to drain 
or irrigate the meninges are doing what surgeons 
did 15-20 years ago to the peritoneum. The only 
hope I see is to open and drain the original focus 
from which a meningitis starts and trust that the 
meninges will take care of the infection. Just as 
no case of peritonitis in which the entire peri- 
toneum is infected ever gets well, so no case in 
which the meninges are completely involved re- 
covers, but the cases of beginning meningitis as- 
sociated with, for example, mastoid abscess, re- 
cover when the local focus is opened and drained. 
In every case of septic meningitis the proper pro- 
cedure seems to me to discover if possible the 
original focus and drain that but leave the in- 
fected meninges alone. 

Prophylaxis in cases of traumatic origin is of 
greatest importance to prevent both meningitis 
and brain abscess but this phase will be taken up 
somewhat later under the heading of brain 
abscess. 

We must consider next the two chronic types 
of infection, tuberculosis and syphilis. Both of 
these may produce general or focal lesions. 
Tuberculous meningitis cannot be influenced, as 
far as I have ever been able to discover, by any 
surgical measures. The isolated instances of re- 
covery that have been reported in the literature 
have done so without surgical intervention. Un- 
doubtedly increase in intracranial pressure is a 
contributory factor in the ultimate death of these 
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cases but I have never been able to convince my- 
self that either withdrawal of cerebro-spinal 


fluid or a decompression operation affects the - 


outcome. 

Focal tuberculous lesions have a much more 
favorable outlook. The diagnosis of the path- 
ology of the lesion can rarely be made before- 
hand for the symptoms of a focal tuberculous 
process are almost identical with those of any 
intracranial neoplasm with the sole difference 
that the process may have been of long standing 
and may have progressed more slowly than does 
a neoplasm. Whenever a patient presents symp- 
toms of an intracranial growth of long standing 
a tuberculoma should be thought of and if in 
addition the spinal fluid shows an increase in 
lymphocytes and a negative Wassermann the 
probability becomes almost a certainty. Such a 
process should be operated upon as any brain 
tumor would be. Such tuberculomas have a thick 
inflammatory membrane and it should be the aim 
of the surgeon to remain outside of this mem- 
brane in his removal of the process as otherwise 
there is a grave danger of starting up a tubercu- 

lous meningitis; in fact, this has been the ulti- 
mate result in many cases. 

Cerebro-spinal syphilis is rarely a surgical dis- 
ease but a small group of these cases call for 
prompt surgical intervention. I refer to the 
cases of cerebral or cerebro-spinal syphilis with 
rapid loss of vision due to choked dise. These 
cases all too frequently go on to blindness be- 
cause too much time is spent giving them anti- 
syphilitic treatment. These cases have a choked 
dise and should be decompressed as soon as the 
choked dise is recognized and then should have 
anti-syphilitic treatment. I know of no more 
gratifying cases than these syphilitics with choked 
dise. 

A focal syphilitic lesion, contrary to the gen- 
eral belief, is very rare; when it does occur if 
there are marked signs of increased pressure it 
should be operated upon if it does not yield 
promptly to anti-syphilitie measures. If a 
choked disc is present operative intervention 
should precede the anti-syphilitic measures so 
that vision may be preserved. Both in the more 
generalized and focal syphilitic lesions with 
choked dise it is dangerous to give salvarsan on 
account of the danger to vision. 

There is a group of intracranial infections that 
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need special consideration—thrombosis of the 
sinuses. 

The sinus most frequently involved is the lat- 
eral sinus in the course of a mastoid infection. 
The sudden development of a septic temperature 
with temperatures ranging from 105 and more to 
97 in the course of a mastoid infection together 
with prostration, leucocytosis, and a positive blood 
culture makes the diagnosis clear. The indica- 
tion is to ligate the jugular vein below the 
thrombus and then to lay open the sinus and re- 
move the entire septic clot, opening the sinus as 
far back as necessary and drain the entire area. 

A rarer but much graver form of thrombosis 
occurs in the cavernous sinus. Often following 
slight nasal infection or infection of the face or 
forehead, there develops a bilateral exophthal- 
mos. Attempts have been made to treat such a 
thrombosed sinus like a thrombosed lateral sinus 
but never with a successful outcome. It is im- 
possible to clean out the entire thrombus in such 
a sinus and since a complete operation is not pos- 
sible I believe that these cases should not be 
operated upon. I know of but one undoubted 
case that ever recovered without operation. 

We come now to another group of focal intra- 
cranial infections—the brain abscesses. 

A brain abscess may develop after a compound 
fracture of the skull in which the dura has been 
opened or by direct extension from an infection 
in the scalp or bone or the infection may be car- 
ried through the blood stream, in which case 
there may be a single, but more often, multiple 
abscesses. 

I have been interested in trying to throw some 
light on the development of brain abscesses by 
some experimental work. Two of my students 
have worked on the subject but never arrived at 
any very fundamental conclusions. At least two 
points, however, seemed to be quite clear from 
their studies. First, that whereas the meninges 
are very susceptible to infection brain tissue is 
not; second, that the mere introduction of bac- 
teria into brain tissue is not enough to produce 
a brain abscess. Some other factor or factors are 
necessary. One of these undoubtedly is a dis- 
turbed circulation, that is, a thrombosis of some 
vessels is a frequent, possibly invariable factor, in 
the formation of a brain abscess. 

In the traumatic cases prophylaxis is the great 
surgical measure to prevent the formation of an 
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abscess or meningitis. The experiences in the 
war have revolutionized our treatment and ideas 
on this subject. Every compound fracture of the 
skull with open dura should be debrided. 
Whereas in war wounds the tract of the missile 
can be cleaned out with suction and a catheter, 
in the wounds of civil life they are shallow, and 
I have found that more satisfactory results are 
obtained by excision of the traumatized area with 
a sharp knife and carrying the incision back into 
normal brain tissue, and if dura has to be excised 
replacing it with a fascial transplant and sewing 
up the wound tightly. If this has not been done 
and an abscess has developed it must be opened 
and drained just as any abscess elsewhere in the 
body. There are several points that must be 
kept in mind when this is done: First, when a 
brain abscess is opened the brain tends to fall 
back from the meninges and there is grave dan- 
ger of a meningitis developing; secondly, both 
infected and normal brain tissue is so soft that 
the ordinary methods of establishing drainage by 
means of tubes of various sorts may cause a 
pressure necrosis and aggravate the condition ; 
furthermore, brain tissue becomes edematous so 
readily that a drainage tract may easily become 
obliterated. MacEwen in his classical work on 


Pyogenic Diseases of the Brain, recognized these 
difficulties and tried to overcome them by using 
decalcified bone tubes which he left in an abscess 
cavity until the healing brain extruded them. I 
have found the best drainage material to be strips 


of gutta percha tissue. Their weight does not 
produce pressure necrosis as do rubber or coiled 
wire tubes, and by using a number of strips one 
can be removed and replaced without losing the 
drainage tract so that there is no chance of mak- 
ing a false passage. 

No discussion of the surgical treatment of 
brain abscesses, however, would be complete with- 
out a few words on the subject of the diagnosis 
of this condition. I refer to those brain ab- 
scesses which are not preceded by a trauma, for 
in a traumatic case, of course, one would always 
be on the lookout for such a possibility and any 
evidence of increased intracranial pressure would 
put one on one’s guard. 

It is a very trite remark to say that there is 
no more difficult neurological diagnosis to make 
than that of brain abscess but the more of these 
cases one sees the more is that brought home to 
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one. Patients may go along for months, even 
years, attending to their work without present- 


‘ing very tangible symptoms. It has been a time 


honored custom to classify abscess cases into 
three groups. The acute, the latent, and the ter- 
minal stages. These stages in my experience are 
not by any means clearly demarcated. It might 
be well to emphasize those symptoms and signs 
of abscess elsewhere in the body which are con- 
spicuous by their absence in a case of brain ab- 
scess. Fever is, as a rule, absent, also a leuco- 
cytosis and a rapid pulse. In other words, the 
symptoms that almost invariably accompany pyo- 
genic abscesses elsewhere in the body are not 
observed in brain abscess. The one most strik- 
ing and outstanding symptom is a slow pulse and 
somnolence. All the other symptoms these cases 
may present are the same that we see in any focal 
intracranial lesion. There may be choked dise 
and headache and focal symptoms depending 
upon the region that is affected, but frequently 
for a considerable period, sometimes years, the 
patients present no symptoms that even arouse 
the suspicion of an intracranial lesion except, 
perhaps, headaches. This long latency is due to 
the fact that after an abscess forms the organisms 
die and there remains a sterile abscess which 
grows very slowly and because of its slow growth 
produces no pressure symptoms, and then, for 
some unknown, reason, suddenly general pressure 
symptoms develop, general convulsions or focal 
symptoms such as convulsions preceded by a 
definite aura. 

In these brief remarks on the surgical treat- 
ment of intercranial infections I have endeavored 
to make the following points: 

1. Irrigation of the subarachnoid space for 
meningitis is of no avail. 

2. In all compound fractures of the skull, 
prophylaxis in the form of a prompt and com- 
plete debridement is the way to prevent menin- 
gitis or brain abscess. 

3. Focal tuberculous lesions—solitary tuber- 
cles—should be dealt with as any brain neoplasm. 
by.excision. 

4. Focal syphilitic lesions, if they do not yield 
promptly to anti-syphilitic measures, should be 
operated upon as they endanger vision as much 
as any true neoplasm. 

5. Choked dise if due to a diffuse syphilitic 
process should be operated upon. 
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6. Lateral sinus thromboses should be oper- 
ated upon. Cavernous sinus thromboses had bet- 
ter be left alone. 

7. All brain abscesses must be drained. 





INDUSTRIAL OPHTHALMOLOGY* 


M. Bryep Witson, M. D. 
CHICAGO 


“Tndustrial Ophthalmology” is an extensive 
subject upon which volumes should be written if 
the field were to be well covered. I want only to 
discuss a few of the everyday needs, if I may so 
term it, of ophthalmology in its relation to indus- 
trial institutions and particularly railroads. 

There is a definite and very important rela- 
tionship between the industrial physician and the 
company by whom he is employed which, I am 
inclined to believe, is not so clearly recognized 
in many instances as it should be. I refer to the 
important part played by the industrial physi- 
cian in keeping up to the highest possible stand- 
ard the efficiency of the industry whose employes, 
he is caring for. I would illustrate my conten- 
tion in this manner: In the shops of any indus- 
try into which we may go we will find skilled 
mechanics whose duty it is to see that the ma- 
chines and other equipment are kept in perfect 
running condition. We will find foremen who 
supervise the combined working of men and ma- 
chines. We will find superintendents to direct 
the larger and more general matters of the insti- 
tution. And just as it is necessary that skilled 
mechanics keep the machines of an industry in 
good running order, it is important in the same 
way that the man power of that institution be 
kept in the very best working condition by its 
physician. 

We all realize that a workman laboring under 
any physical impairment, be it due to accidental 
injury or existing disease, is not so productive 
for his employer; his own earning power is de- 
creased, and, like a worn gear in a machine, he 
tends to slow up the whole process in which he 
is a unit. 

These thoughts are directly applicable to in- 
dustrial ophthalmology, because, while we in- 
stantly realize the importance of proper care and 
treatment of an injured eye, do we all realize the 
equal importance of measures to prevent such 
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accidents? But, you may say, the prevention of 
accidents comes within the province of the safety 
engineer. Quite true, but oftentimes the safety 
engineer needs the aid and co-operation of the 
industrial physician, and in many instances the 
physician must himself assume the duties of a 
safety engineer. He is the only one, for instance, 
who may recognize the presence of an infectious 
eye disease, such as trachoma, among the work- 
men. Or he may discover an unusual number of 
similar accidents coming from a certain depart- 
ment and through his investigation may disclose 
the cause, and corrective measures may be taken 
that will in a large measure prevent such further 
accidents. 

The scope of industrial ophthalmoiogy is not 
confined to the healing of wounded eyes, but em- 
braces in its every detail that almost limitless 
expanse known as “The Conservation of Vision.” 
We have definite obligations in this matter. From 
a humanitarian standpoint we are obligated to 
the employe and his family. From an economical 
standpoint we are obligated not alone to the em- 
ployer but here again to the employe and, for 
reasons too obvious to mention, to ourselves and 
to every taxpayer in the community. 

Let us, therefore, briefly consider a few of the 
most important factors in the prevention of eye 
accidents: Quite naturally our thoughts first 
turn to the matter of light. It is very evident 
that a workman can not do as good or as fast 
work under poor illumination as he can under 
proper illumination and therein lies an econom- 
ical factor important to the employer. Two 
things most to be avoided in lighting are so-called 
“glare” and deep shadows. The first is overcome 
by proper diffusion of light, and the second by 
proper distribution of light, and applies to both 
daylight and artificial light. Statistics show that 
there are a greater number of serious eye acci- 
dents during midwinter than during the summer 
and this is attributed, in part at least, to the 
fewer hours of sunshine during the short winter 
day. 

There are many details of the question of 
“shop lighting” which we can not consider here. 
Perhaps in order to attain our ideal, many shops 
would have to be entirely rebuilt and this would, 
in most instances, not be possible or feasible, but 
no doubt there are improvements of a compara- 
tively simple and inexpensive nature possible in 
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most shops; for instance, there are shops whose 
windows ‘are seldom if ever washed and their 
function is entirely lost. Ceilings and walls are 
unpainted or painted dark so as not to show dirt 
so plainly, whereas they could be well utilized by 
being painted or otherwise colored in light tints. 
Where artificial light is used at a bench the light 
should be so placed that it shine upon the work 
being done and not upon the face and eyes of the 
workman. Furthermore the reflection of light 
from the work should not be thrown back di- 
rectly into the workman’s eyes, but rather to one 
side or directly away from him. 

I consider the most important single factor in 
the prevention of eye accidents, the wearing of 
protective goggles, and am sorry to say the im- 
portance of their use seems to be a matter which 
the average workman will not recognize. Seem- 
ingly, rather than submit to the slight incon- 
venience of goggles, the more unskilled workmen 
would rather “take a chance,” so to speak, and 
assume the hazard of the untold agony of blind- 
ness. But we are not totally discouraged, for 
year by year we can see an increase in the use of 
goggles being brought about chiefly by the con- 
stant and untiring efforts of the industrial oph- 
thalmologist and the employer. 


The type to be worn varies somewhat accord- 
ing to the hazard. Protection from the foreign 
body emanating from the emery wheel (which, 
by the way, is the most prolific source of minor 
eye injuries) can be afforded by plain goggles of 


the spectacle type without side screens. Chip- 
pers, punch press and lathe operators, moulders, 
riveters, etc., and those who are working near 
these operators should use goggles with a fine 
meshed wire gauze side protection. 

Welders and furnace workers should wear 
goggles suitably colored to protect from injurious 
heat and light rays and in some types of welding 
and furnace working helmets with suitably col- 
ored lenses should be used instead of goggles. A 
type of hood or helmet with clear lenses should 
also be worn by men doing such work as sand 
blasting. 

Statistics show us that largely because both 
employers and workmen take chances there are 
nearly 200,000 eye accidents in United States in- 
dustries every year. These figures are given by 
the National Committee for the Prevention of 
Blindness. 
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Suppose that each eye accident averaged to in- 
capacitate the workman only two days (and my 
personal experience tells me the average is much 
greater than two days), the primary economical 
loss in United States industries each year would 
equal the work of nearly 1,200 men for the whole 
year. This, as I said, would represent only the 
primary loss. Onto this we must add the incal- 
culable loss of the many who are totally disabled 
from blindness and the still greater number 
whose resulting impaired vision disqualifies them 
as skilled workmen and who must henceforth do 
only rough labor and whose places must wait to 
be filled until others can be trained to fill them. 

Since eye accidents do occur, however, in spite 
of all efforts to prevent them, we must turn our 
attention to a few of the most common types of 
eye accident. As I mentioned a moment ago, the 
most prolific source of eye injury in industrial 
occupations is the emery wheel. Fortunately 
these injuries are usually of a minor nature and 
if given early and proper attention usually heal 
in a short time with little or no subsequent im- 
pairment of vision. On the other hand this type 
of injury may prove a very serious one and is 
occasionally the cause of the loss of the injured 
eye. For this reason every one of these cases 
must be given careful attention. In many in- 
stances this is not an easy matter because work- 
men are inclined to regard this type of injury 
as trivial and oftentimes neglect to follow the 
physician’s instructions. When a particle from 
an emery wheel strikes the eye that particle is 
red hot and it burns itself into the tissues. The 
removal of the main part of this foreign body 
from the cornea is a comparatively simple and 
easy matter, if the eye is well cocained and a 
sharp spud or von Graefe knife used. At this 
stage the inexperienced operator is inclined to 
consider his duties accomplished and to dismiss 
his patient, who is likely to return in a day or 
two with a painful and inflamed eye and perhaps 
with an infected ulcer of the cornea at the site 
of the injury. 

When the principal mass of the emery is re- 
moved from the cornea, if the operator will ex- 
amine the site of injury carefully with a strong 
light, preferably concentrated by a condensing 
lens (and if necessary by the aid of a magnify- 
ing glass as well), there will be found a circular 
ring of ash deposited in the tissues and some- 
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times the whole bed where the body was removed 
is covered by this ash. This is often removed 
with considerable difficulty and only by gentle 
but persistent effort is the wound thoroughly 
cleaned of all these very minute remnants. Not 
to remove these remnants is, however, about on a 
par with leaving a gauze sponge in an abdomen. 
They tend to keep the wound from healing and 
an ulcer usually occurs which is frequently in- 
fected, and the best result that can be expected 
after such an ulcer is finally healed is a more or 
less dense opacity of the cornea which, if in or 
near the center, is sure to produce a certain 
amount of impaired vision, and often a very 
marked impairment of vision. The result may 
be even worse than this. The infected ulcer may 
extend deeply into the cornea allowing the infec- 
tion to enter the anterior chamber, producing a 
hypopyon, possibly followed by general infection 
and requiring removal of the eye. Even after 
the most thorough and careful: removal of such 
foreign bodies ulceration will sometimes occur, 
and I believe it is good practice, after the com- 
plete removal of the foreign body, to cauterize 
the remaining wound with just a touch of car- 
bolic or iodin. This should be carefully done, 


using a very little cotton tightly wound onto a 
small, pointed applicator, care being taken that 
no excess of the solution is used allowing it to 
run over the intact surface beyond the wound 
itself. 


Cauterization usually causes some pain in the 
eye for a few hours and the patient should be 
told to expect this. Following the cauterization 
an antiseptic ointment should be applied within 
the lower conjunctival cul-de-sac and the eyelids 
allowed to close. The ointment remains on the 
surface of the eyeball for a considerable time and 
is another good prophylactic against ulceration. 
I believe the most commonly used for this pur- 
pose is known as White’s, a 1-3000 bichloride 
ointment, specially prepared for ophthalmic uses 
and preferably dispensed in collapsible tubes, 
making its application-convenient and guarding 
against contamination. Following the ointment 
a gauze pad or patch should be used to cover the 
eye, being held in place by zine oxide plaster 
strips. In all such cases where the removal of a 
foreign body has necessitated any laceration of 
the cornea the patient should be directed to re- 
turn on the following day. If the laceration was 
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slight and the wound is found on the following 
day to be fairly well healed, little or no inflam- 


matory reaction being present, and the eye feel- 


ing comfortable, the patient may, I think, be 
safely dismissed, but if the wound is not healed 
the treatment is continued. If much inflamma- 
tion or discomfort is present the application of 
heat over the eye will be of benefit. If the pupil 
is unduly contracted, if there is any pericorneal 
injection or other symptoms of iritis or keratitis, 
atropin should be used, bearing in mind, of 
course, the usual contraindications to its use. I 
will mention, however, that we are obliged par- 
tially to disregard in many instances the matter . 
of age as a contraindication to the use of atropin 
in these cases. But where its use is required in 
older persons caution should be exercised. 

Corneal ulcers usually require at least several 
days of treatment. Where there is a pneumo- 
coccus infection present the use of ethylhydro- 
cuprein is almost specific. Mercurochrome “220” 
in 1 per cent sol. is being advocated by some oph- 
thalmologists in the treatment of infected ulcers. 
My personal experience with this remedy has 
been too limited at this time to warrant an opin- 
ion. Ethylmorphin hydrochlorid (Dionin) is of 
value in intractable cases by its effect of stimu- 
lating the reaction of inflammation. 

Another cause of corneal ulcers is the work- 
man who has gained the reputation of being 
“handy at taking things out of the eye.” He uses 
any sort of dirty tool that his fancy dictates, 
usually a contaminated toothpick or his pocket 
knife, or—what is still more reprehensible—his 
own filthy handkerchief. No doubt this man’s 
intentions are the very best, but “a little knowl- 
edge is a dangerous thing,” and his patient is 
usually turned over to the doctor with a bad in- 
fection and the doctor’s troubles now begin. 

I do not consider it advisable for a patient to 
continue his work while he is seeing with but one 
eye, because a person accustomed to binocular 
vision cannot judge distances accurately and he 
is thereby subjected to an increased liability to 
accident. This is especially true of men work- 
ing at machines where their hands might be 
caught in the machinery, but it holds good for all 
types of work, for even walking about is rendered 
somewhat more difficult for these patients. 

There is another type of injury which occurs 
quite frequently that I want to consider briefly 
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because it is attended by a pitfall for the unwary 
physician and is capable of causing him no little 
embarrassment to say the least, and perhaps 
something more serious. I refer to the pene- 
trating wound wherein a particle of metal enters 
the eyeball and remains there or perhaps pene- 
trates entirely through the posterior wall of the 
eye also and lodges in the orbital tissues. This 
is one of the most serious types of injury and 
with the most fortunate outcome almost always 
results in a great impairment of vision, fre- 
quently a total loss of vision, and not infre- 
quently an infection is produced by the foreign 
body which requires removal of the eye. A flying 
particle of steel or other metal from any source 
may penetrate the eyeball. The most frequent 
sources of this type of injury, however, are the 
punch press, and operations wherein the hammer 
and chisel are used. Those actually engaged in 
the use of these dangerous implements are not the 
only ones subject to injury; the little chip or 
splinter of steel may fly with the velocity of a 
bullet and pierce the eye of a workman or passer- 
by. When this accident results from the use of 
the hammer and chisel the particle entering the 
eye may be from the metal being worked upon or 


it may be a splinter from the hammer or from 


the chisel. A hammer or chisel that is new or 
kept in good condition seldom causes such an 
accident, but when such tools become battered or 
“mushroomed,” they are very dangerous sources 
of injury, because it is from the splintered edge 
of such a tool that the particle comes. These 
splinters of steel vary in size and shape, some 
quite large and some very small. 

A large piece of metal striking the eye will 
naturally produce an extensive wound, the seri- 
ousness of which is instantly recognized by every- 
one. However, the splinter may be very small 
and the resulting wound recognized only upon : 
most careful examination; even then its charac- 
ter may leave an experienced oculist in doubt as 
to whether it really is a penetrating wound. This 
is especially true if the wound is in the sclera 
rather than in the cornea. The particle has 
penetrated the sclera so quickly that practically 
no pain was noticed. The victim was conscious 
of something striking his eye. He probably 
stopped to blink a few times, probably he rubbed 
his eye a little, found that it did not hurt, maybe 
he had some one look at it and they did not see 
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anything. Maybe the foreman learned of the 
accident and sent him at once to the oculist ; pos- 
sibly nothing was done until a few days later 
when the victim discovered vision was not so 
good as usual or his wife noticed his eye was be- 
coming a little red and inflamed. Such are the 
cases wherein lies the pitfall, as I chose to call it 
a moment ago—and the answer is this: In all 
doubtful cases, if even only the history indicates 
that possibly a foreign body may have penetrated 
the eye, have an x-ray plate made. When the 
penetration has occurred through the cornea in- 
stead of the sclera its recognition is usually not 
so difficult. If the case is seen early the anterior 
chamber will probably be obliterated by the 
escape of the aqueous humor through the wound 
and the iris will be seen pressed forward against 
the cornea with possibly a little blood in front of 
the iris; or if time enough has elapsed since the 
injury to allow the cornea to heal and the an- 
terior chamber to reform, a wound in the iris 
may be seen or a cataract may be visible if the 
foreign body passed through the lens. But these 
signs may not be visible; and, on the other hand, 
they may be present in conditions other than 
foreign body within the eye. So here again we 
must not fail to remember the importance of the 
X-ray. 

If the presence of a piece of metal within the 
eyeball is disclosed by the x-ray, its position can 
be very accurately determined by the localization 
instruments. If such an instrument is not avail- 
able a fairly good idea may be obtained by two 
plates taken at right angles to each other, viz.. 
one side view and one front view. 

The operation for the removal of the foreign 
body within the eye usually consists of the use of 
a powerful electromagnet. The operation is not 
always successful, however; sometimes the body 
is not recovered. The very small particles are 
especially difficult to recover, for the simple rea 
son that the magnet has a correspondingly small 
area upon which to exert its influence. I will not 
go into the technic of this-operation because those 
who are not practicing ophthalmology will not be 
interested and any ophthalmologist present would 
be bored. My purpose in discussing penetrating 
wounds of the eye was to endeavor to emphasize 
the extreme importance of proper diagnosis of 
these cases and the great value of radiography for 
this purpose, as there are many cases which are 
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diagnosed only by this means. I want to add alsoas comprehensive as any. 


that early diagnosis is of great importance. Ex- 
perience has demonstrated to us that the chances 
of recovery of an eye from which a particle is 
removed by the magnet is better the earlier that 
steel is removed. The longer the steel remains 
in the eye more permanent damage is done and 
the removal becomes more difficult also as time 
passes. 

I want to mention now, in closing, just one 
more phase of our work: It is embraced in the 
psychology of industrial surgery, and I will men- 
tion it as our attitude toward our patients. This 
has a great bearing upon our success as surgeons 
and physicians and upon our own happiness and 
the happiness of our industrial patients. After 
all is said and done life holds no greater reward 
than friends. I believe we should assume an 
attitude toward each employe who comes to us 
for our professional aid which will cause him to 
feel that we really have his welfare at heart. 
Our attitude, which costs us nothing more than 
a little effort at times, often has a far-reaching 
influence, perhaps clear to the claim agent’s 
office when the time arrives for the patient to 
receive his compensation. 

7? W. Madison Street. 





THE TREATMENT OF CHRONIC AR- 
THRITIS WITH SPECIAL REFER- 
ENCE TO END RESULTS* 


Wa rer L. Brerrine, M. D., 
DES MOINES, IOWA 


A considerable number of valuable contribu- 
tions have appeared in recent years on the treat- 
ment of chronic arthritis, some based on the ob- 
servation of a large number of cases, yet there is 
no definite plan proposed that is applicable to all 
instances. This emphasizes the fact, which is 
becoming generally recognized, that each case of 
chronic arthritis presents special problems by 
itself. In this respect it resembles diabetes. 

Few diseases are subject to greater confusion 
than those of joints, the incomplete knowledge of 
the same being evidenced by the variety of terms 
applied to the same disease. Any classification 
that is suggested should be as simple as possible, 
and for the present the term chronic arthritis i- 


*Read before the Tri-State District Medical Society, Water- 
loo, Iowa, Oct. 4-7, 1920. 
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It is possible that 
chronic myositis can be closely associated with it. 
yet a distinction should be made between them. 
To attempt a differentiation based on clinical 
signs or pathological changes is unsatisfactorv. 
while an etiologic classification is equally con- 
fusing. 

The deforming feature is not always present 
and varies so in degree that it also can not be 
used as a criterion in all cases. 

All cases of arthritis should be regarded as 
chronic where the symptoms have extended be- 
yond one year. 

The treatment can be considered under three 
heads: 1, removal of infective foci: 2, local ther- 
apy to the affected parts: and 3, general care of 
the patient. 

It is the consensus of opinion that practically 
all cases of chronic arthritis are due to some in- 
fective agent. The connection with a previous 
infectious process can not always be established, 
and the infective focus is not demonstrable in all 
cases, vet these exceptions do not abrogate the 
rule just set forth. 

No disease condition has been more often asso- 
ciated with focal infection than arthritis in its 
various forms, the true appreciation of this fact 
being largely due to the brilliant work of Billings 
(1) and his co-workers. The percentage of de- 
monstrable foci varies considerable in the studies 
of larger groups of cases. 

In Pemberton’s (2) series of 400 cases studied 
at the United States Army General Hospital No. 
9, a careful analysis of surgical foci gave the fol- 
lowing results: 293 persons of the 400 cases 
(73.25%) showed demonstrable surgical foci: 
208 (71%) of the 293 cases showing foci had the 
infective focus in the tonsils; 134 (45.73%) of 
those showing demonstrable foci were positive for 
a dental focus; 78 (26.62%) showed a combina- 
tion of both dental and tonsillar foci; 50 (17% 
were positive for a genito-urinary focus. 

As regards the progress of this series of 400 
34 (8.5%) recovered after the removal 
of foci; 31 (7.75%) were improved after the re- 
moval of foci; 28 (7%) were unimproved after 
removal of foci; 184 (46%) recovered in the 
presence of a demonstrable focus; 92 (23%) re- 
covered in the apparent absence of a demonstra- 
ble focus. 

In a thorough analysis of the results of tonsil- 


cases: 
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lectomy in 200 consecutive cases of myositis and 
arthritis, Lillie and Lyons (3) state that a 
marked improvement resulted in all cases after 
tonsillectomy. In 79% of the 200 cases dental 
foci were removed at the same time. These ob- 
servers make the further statement that the size 
of the tonsil has no bearing on its possibility as a 
focus, and furthermore that the absence of dis- 
ease of tonsils does not eliminate this organ as a 
focus. 

It is generally conceded that the most fre- 
quent sites of focal infection as related to chronic 
arthritis are the teeth, the tonsils, the genito- 
urinary tract, the sinuses, the bronchi, the gall 
bladder, the gastro-intestinal tract, the pancreas 
and the vermiform appendix. 

Chapman (4) has reported 66 cases in which 
special treatment was directed towards removal 
of infective foci, with the result that 50% of 
the cases according to clinical observation showed 
definite improvement. 

Focal infection has thus become a byword in 
connection with chronic arthritis, and no plan of 
treatment is complete that does not include the 
removal of all demonstrable infective foci. 

The question of what constitutes pathology 


particularly in the tonsils and when it potentially 
operates as a focus of infection is a matter on 
which there is room for considerable discussion, 
and it is probable that no conclusions are entirely 
free from criticism. 

Dental foci, although clearly demonstrable by 
the radiologist, are likewise open to false inter- 


pretation. The role of “dead” teeth is by no 
means clearly determined. We have noted 
marked improvement after their removal, yet 
even that was not entirely convincing of their 
causative significance. 

Striking results have been observed in our 
service of removal of distant foci, as chronic en- 
dometritis, ischio-rectal abscess, infected ingrow- 
ing toe nail, and chronic pyelitis. Genito-urinary 
foci require long persistent treatment to insure 
appreciable results. 

Gratifying though the results appear to be fol- 
lowing the removal of infective foci, this is only 
a stage in the plan of treatment. The frequent 
mistake is made to be content with this, and con- 
clude that further treatment is not necessary and 
without avail. 

General systemic changes while not directly of 
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etiologic significance must be considered as hav- 
ing at least a predisposing relation to chronic 
arthritis. 

The treatment by dietary regulations as first 
proposed by Pemberton (5), in his hands at least 
has been very helpful in a certain group of cases. 
In the series of 400 cases later reported by this 
same author, special opportunity was given for 
studies in metabolism. 

While the basal metabolism of chronic arthritis 
is probably within normal limits, the possibility 
of disturbance in intermediary metabolism has 
been established especially in this study of a 
larger series of cases. 

Pemberton states that the response of arthritis 
as compared with normals under similar condi- 
tions to the so-called nephritis test meal indicates 
a very slight lag in elimination of water, nitro- 
gen, and particularly of salt. 

In the study of 40 cases of arthritis one-half 
showed an abnormally high value of blood cre- 
atin. 

The lowered sugar tolerance was frequently ob- 
served, and this has often been reported by other 
writers. For clinical purposes arthritis may be 
classed with diabetes and gout, in that there is 
in each case a limit of tolerance for carbohydrates 
on the one hand and proteids on the other. 

It is frequently observed that during the fast- 
ing period incident to surgical treatment as in 
the removal of tonsils or the appendix a marked 
improvement occurs in the arthritic phenomena, 
which can not properly be ascribed to the surgical 
procedure. These observations have led to the 
institution of special dietary regulations as a 
means of therapy in selected cases of chronic 
arthritis. 

This plan seems best adapted where a demon- 
strable focus of infection or definite causative 
agent is not present. 

Draper (6) has recently presented an interest- 
ing study of patients with chronic arthritis along 
the line of comparison with the anatomic charac- 
teristics of acromegalics, referring to a previous 
study of “the relationship of external appearance 
of the body to disease.” 

French observers have previously called atten- 
tion to the relation of the thyroid gland to 
chronic arthritis. Vincent (7) states that 68% 
of acute rheumatic fever cases have thyroid 
swelling. Paul Claisse (8) has also reported the 
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general “slowing down” of all functions in cer- 
tain forms of chronic arthritis. Draper forms 
the conclusion “that chronic arthritis represents 
a very profound constitutional disturbance in 
which forces analogous to those concerned in 
acromegaly and thyroid insufficiency are con- 
cerned. The family and personal history with 
arthritis patients give of hives, angio-neurotic 
edema (bee sting effects) and asthma, and in ad- 
dition, the well known feature of joint involve- 
ment seen in serum disease all seem to indicate 
that there is a relationship between the whole 
group of phenomena and chronic arthritis.” 

In regard to the local treatment of the joints 
and areas affected by the chronic arthritic proc- 
ess, there is no measure that affords such imme- 
diate relief and comfort as general baking, 
usually carried cut daily, with one free day each 
week. It relieves the pain far better than the 


use of anodynes, and has a good effect on the 
swelling and stiffness of the affected joints. As 
soon as acute symptoms have subsided a system- 
atic course of massage should be instituted by an 
experienced masseur, and the effectiveness of this 
feature of the treatment will be influenced by the 
familiarity and experience of the masseur with 


the problems involved in chronic arthritis. Even 
where a marked deformity exists through hyper- 
plastic or atrophic changes, a great deal can be 
done to improve the function of individual mus- 
cles and tendons, and thus to a certain extent at 
least restore functional ability in the joints 
affected. Special orthopedic appliances are often 
necessary particularly where the knee joints are 
involved, to overcome flexion and at times pro- 
mote fixation of the joint. Walking can not be 
carried out without great discomfort when the 
knee joint is partially ankylosed in a flexed posi- 
tion. A stiff knee joint with the limb straight is 
useful for walking, even though it may be awk- 
ward. 

As soon as it is possible and the acute symp- 
toms have been relieved the affected joints should 
be used, and walking should be encouraged as 
soon as it can be carried out without too much 
discomfort. 

Medicines occupy but a minor place in the 
treatment of chronic arthritis. Vaccines and the 
injection of foreign protein as reported by Mil- 
ler (9) is still in an experimental stage and have 
but a limited use in any plan of treatment? 
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In order to illustrate the various phenomena 
that may accompany chronic arthritis, and in a 
sense typifies the condition, the history of one 
case is presented. 


A young woman, 21 years of age, Miss C., first ap- 
peared for examination January 7, 1919, giving an 
arthritic history of two and one-half years’ duration, 
involving principally the knees and ankles. She was 
admitted to the Iowa Methodist Hospital, and re- 
mained for her first stay until May 4, 1919. The 
tonsils and one dental focus were removed during 
this time. A moderate thyroid enlargement was noted 
at the beginning, and soon after admission the signs 
of hyperthyroidism became very marked, continuing 
during the four months’ stay in the hospital. While 
this condition gradually subsided with rest and ap- 
propriate sedative measures, it seriously interfered 
with the carrying out of the usual therapy for the 
chronic arthritis. A moderate leucocytosis, 11,000, 
was present. A low grade of fever continued, and 
a lowered sugar tolerance was noted at different 
periods. 

The patient returned to her home for the summer, 
and re-entered the hospital on July 31, 1919. The 
arthritic condition was more distressing as additional 
joints were involved and she was unable to walk, 
but the signs of hyperthyroidism had practically dis- 
appeared. A pyuria was noted, and the urinary find- 
ings indicated a nephritis. 

An examination of the nasal accessory sinuses by 
Doctor Pearson was negative. 

On Aug. 13, 1919, an infected tooth was extracted, 
which led to protracted bleeding, which continued 
ten days before it was finally arrested. The coagula- 
tion test showed no coagulation at the end of an hour 
and a half. The arthritic condition was distinctly 
improved following this, and the signs of infection of 
the urinary passages disappeared. 

On Sept. 9, 1919, two dental foci were removed 
followed by nine days of bleeding from the gums; 
the coagulation time was fixed at two hours. 

Oct. 4, 1919. Blood condition—Hgb 60%, red cells 
2,730,000, leucocytes 9,400. Polys 60%, lymphocytes 
34%, basophiles 1%, eosinophiles 2%, transitional 3%. 
Coagulation times two hours. At this time pyuria 
reappeared. Renal function test 20% in two hours. 

Oct. 10, 1919. Because of the secondary anemia and 
prolonged coagulation time, a transfusion was carried 
out, a sister being the donor. The blood state im- 
proved following this transfusion. 

Oct. 19, 1919. One infected tooth extracted fol- 
lowed by moderate bleeding. 

Nov. 20, 1919. Blood state—Hgb 60%, red cells 
4,330,000, leucocytes 13,000. Differential—polymor- 
phonuclears 67%, lymphocytes 29%, transitional 4%. 

Dec. 2, 1919. Began to walk. General condition 
better. Urine clear. 

Jan. 6, 1920. Blood state—Hgb 70%, red cells 4,- 
379,000, leucocytes 10,200. 

Jan. 15, 1920. Suspicious dental focus was removed. 
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No bleeding. The radiographic findings were not at 
any time conclusive of an infective focus, and only 
after the first one, which was a so-called dead tooth, 
and such marked improvement followed extraction, 
led to the belief that the other dead teeth might be a 
source of infection in this particular case. In the 
endeavor to control bleeding following extraction of 
teeth, coagulose was used, and each time was followed 
by a short period of angio-neurotic edema. 

Jan. 28, 1920. End of daily fever. Weight better. 
Improvement in walking, which improved until leav- 
ing the hospital, April 10, 1920, completing a stay of 
nearly thirteen months. 

The problem throughout was the element of in- 
fection and each time that a focus was removed or 
cleared up there was a lowering in the leucocyte count, 
less fever, less distress in the affected joints and im- 
provement in the general condition. The infection 
manifested itself as periodic pharyngitis, cystitis, 
nephritis, and infected teeth. As further complicat- 
ing the condition was the periodic hyperthyrodism, 
angio-neurotic edema, impaired blood coagulation, with 
associated bleeding tendency, marked secondary 
anemia, lowered renal function and sugar tolerance. 
In spite of all, the outcome was very gratifying, both 
as to the general state and the arthritic condition. 

The case typifies the varying phases of chronic 
arthritis and the happy result possible by the 
faithful co-operation of the patient and co-or- 
dination of all possible remedial measures. 

There can be no question but that the essential 
factor in all forms of arthritis is an infective 
process, although it may not always be clearly 
demonstrable. 

While the removal of the infective foci should 
be of first importance, the general care of the 
patient should have an equal place in any plan of 
treatment. Every case is a matter of individual 
study. Much depends upon the attending physi- 
cian. His heart must be in it, and this interest 
must be manifest at all times, if the fullest confi- 
dence of the patient is to be secured. The han- 
dling of chronic arthritis resembles in many ways 
the care of a neurasthenia patient. 

Chronic arthritis can only be properly treated 
in a hospital where every facility for examination 
is available and all possible forms of therapy can 
be properly carried out. 

These cases naturally come first to the atten- 
tion of the orthopedist, yet the problems involved 
in diagnosis and treatment bring them properly 
within the sphere of internal medicine, although 
the advice and co-operation of the orthopedic sur- 
geon is a necessary factor in the successful treat- 
ment. 
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Chronic arthritis is one of the most distressing 
disease conditions and frequently appears quite 
hopeless, yet every case offers some possibility of 
improvement and any relief of pain and discom- 
fort, partial restoration of joint function, arrest 
of the process, and improvement in the general 
state means so much to this class of patients and 
is worthy of our very best efforts. 
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A CLINICAL STUDY OF ONE THOUSAND 
CASES OF SCOPOLAMINE-MOR- 
PHIN ANESTHESIA* 

Max Tuorek, M. D. 
Surgeon-in-chief, American Hospital 


CHICAGO 


The formula of scopolamine is C,,H,,No,+ 
H,O and this alkaloid was extracted from the 
root of Scopolia atropoides for the first time by 
Schmidt in 1890. Schneiderlein' in 1900 first 
recommended operations under anesthesia by 


scopolamine-morphin, a method which consisted 
essentially in administering to patients subcu- 
taneously, one and a half to two hours prior to 
the operation, scopolamine and morphin sepa- 
rately to the end of inducing deep anesthesia. 

Within a few years about 2,500 operations 
were carried out under this new method of anes- 
thesia. Von Steinbiichel** and many others re- 
ported favorably on the anesthesia obtained in 
this manner; but Sticklberger** maintained that 
the scopolamine-morphin method was adapted 
only to those cases in which a general anesthetic 
was absolutely requisite and in which, at the 
same time, chloroform and ether were contrain- 
dicated. 

The Schneiderlein method of anesthesia is 
based upon the fact that the hypnotic and anes- 
thetic properties of morphin and scopolamine 
combine, while the toxic effects on the respiration 
and circulation, being antagonistic, counterbal- 
ance each other. 

Korff? was of the opinion that scopolamine 
and morphin alone could not always be relied 


*Read before the North Shore Branch of the Chicago 
Medical Society, December, 1920. 
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upon to produce complete narcosis ; and also that 
the giving of large doses, which complete nar- 
cosis necessitates, was dangerous. He therefore 
divided the dosage, administering the total 
amount in portions at different times before an 
operation. 

Stolz* reported 5 cases in which he used 
Korff’s method and failed to get complete nar- 
cosis, the use of chloroform or ether being neces- 
sary to complete it. 

Landau‘ gives a conservative estimate of the 
mortality from the use of scopolamine-morphin 
anesthesia (including only those cases in which 
death can be reasonably traced to the method, 
and not to the severity of the operation or the 
patient’s condition) as 2 deaths in 300 cases. 
This high death-rate he compares with what oc- 
curs in chloroform anesthesia, 1 death in 2075 
cases, and when ether is administered—1 death 
in 5118 cases. 

Kochman® in reviewing 1200 cases placed the 
death-rate at 1 per cent, but adds that fully one- 
half of these cases were past operative aid and 
that other forms of narcosis were interdicted. 

Neuber® gives the anesthetic statistics of large 
German hospitals and compares them 
Gurlt’s statistics (1890-1897) : 


with 


) Chloroform deaths in 
1890-97 ¢ Ether deaths in 
in 7 


Ether deaths in 
Chloroform and ether deaths.............. 1 in 


Chloroform deaths ‘ in 
1908 } 
Scopolamine-morphine deaths ............. 1 in 


Korff? and Blos* worked out the method of 
administration and dosage, and, as a result, the 
following dosage was established: Scopolamine 
0.0012 grm. (1/50 gr.) and morphin 0.025 grm. 
(5/13 gr.), divided into 3 doses and adminis- 
tered hypodermically, three hours, one and a 
half hours and one hour before an operation. 
This method was used in 200 cases. 

Hartog’ recommended a smaller dosage and to 
complete anesthesia by ether. He got excellent 
results in 75 cases. 

Dirk® used Korff’s method in 260 cases and in 
only 29 cases found that a further anesthetic was 
not required to complete the narcosis. 

Israel’? used a single dose, scopolamine 1/75 
gr. and morphin 1/3 gr. in 332 cases. Only 32 
cases did not require a further anesthetic. 

Wood* quotes statistics: Of Ziffer cases 21.8 
per cent were given complete narcosis; Zahrad- 
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nicky (232 cases) had 100 cases in which no 
further anesthetic was necessary. In Stoltz’s 465 
cases, 156 obtained complete narcosis. 

Flatau'? considered the scopolamin-morphin 
anesthesia risky and cautioned against its appli- 
cation. 

A very large amount of the literature con- 
cerned with the question consists of the reports 
of authors who favored the method. Failures 
generally were ascribed to the use of impure 
preparations, or to a faulty technique, or to the 
application of the method to patients who were 
too feeble. 

Caro advised that the method be used only in 
persons whose heart is found to be sound. 

Nicholson™ studied the harmful effects of 
scopolamine. In his opinion no fatal case had 
heen described in the literature, which could be 
ascribed definitely to scopolamine. He used scopo- 
lamine injections in 650 cases and found excel- 
lent effects and well known advantages fully 
manifest in 94 per cent of these cases. 

Hatcher" reported that “scopolamine and hy- 
oscine are now considered in large doses, but in 
small doses there is a rise of blood-pressure but 
little change in the pulse rate. Clinically scopo- 
lamine produces sleep without analgesia, if used 
alone. It is excreted by the kidneys. When used 
in combination with morphin, there is no antago- 
nism in regard to the action on the respiration.” 

Hatcher further states that up to 1910 no 
deaths had been recorded in which the dose did 
not exceed 1/130 gr. of scopolamine and 1/6 gr. 
of morphin. He thinks that any attempt to use 
scopolamine and morphin alone, without the ad- 
dition of some other drug, is most dangerous. 

Ely*® reported the death of a patient from 
1/100 gr. of scopolamine and 1/8 gr. of morphin. 

Gwathmey” states that the contraindications 
to this form of anesthesia are when, from disease 
or accident, the respiratory function is decreased, 
and in all cardiac diseases and other conditions 
which interfere with the circulation. Graves’ 
disease is also a contraindication. In acute or 
subacute nephritis small dosage is indicated. 

H. C. Wood* places the death rate at 1 in 250. 
Some of the minor effects when scopolamine and 
morphin are used in large doses, according to this 
author, are intense thirst, dryness of the mouth 
and throat, and difficulty in swallowing. 

Allen™’ states that in 1905 Wood was able to 
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collect 2,000 cases with 9 deaths, or 1 in 221, and 
that in 69 per cent of these cases a general anes- 
thesia was necessary to complete the operation. 
This indicates that this author was apparently 
aiming at complete narcosis from this method 
alone. 

Allen further states that scopolamine hydro- 
bromide in large dosage depresses the respira- 
tion, but when medium doses (1/100 gr.) are 
used, it is slightly or not at all affected. When 
death does occur, which the author states is ex- 
tremely rare, it is the result of asphyxia. Its 
principal effect is as a cerebral sedative and sopo- 
rific. Allen says that the drug should rarely be 
used in dosage higher than 1/150 gr.; in fact, 
the dose should not be larger than 1/100 gr. 

Hendee’® says that those who used the large 
dosage have done so with the idea to obtain com- 
plete narcosis and have succeeded in some cases, 
but failed in others. Smaller dosage is used with 
the view apparently of lessening the quantity of 
ether or chloroform given at the time of an op- 
eration and to avoid the undesirable after effects 
from either. 

De Maurens” states that the literature up to 
the beginning of 1905 showed that there were 


reports of 12 deaths which had been attributed 


to the use of scopolamine. In an editorial in 
Surgery, Gynecology and Obstetrics” it is pointed 
out that in 4 of these cases the anesthesia was 
reinforced by chloroform and in 4 others by 
ether. De Maurens ascribed these deaths to sco- 
polamine itself. Practically all died as a result 
of an arrest of respiration accompanied by cyano- 
sis, and coma was often accompanied by Cheyne- 
Stokes’ respiration, suggesting paralysis of the 
centers in the medulla upon which scopolamine 
is known to act. 

With De Maurens’ deductions other authors do 
not agree. 

Ries** has used scopolamine-morphin in a wide 
range of major operations. He used it on 72 pa- 
tients in 92 operations. Where deaths occurred, 
the anesthetic could not in any way be held re- 
sponsible. Although several deaths have been 
ascribed to scopolamine-morphin anesthesia, Ries 
thinks that the only case that seems to be pos- 
sibly due to this anesthesia is the one reported by 
Flatau (Muench. med. Wochenschr., 1903, 28). 
In all other cases reported, it seems to Ries en- 
tirely unjustifiable to blame the anesthetic. Some 
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are due to the large dosage of morphin admin- 
istered. 

Ries has performed many important radical 
gynecological operations without a drop of 
chloroform and others with small quantities of 
chlorofom, varying from 9 to 25 c. cm. He has 
not noticed that hysterical patients generally be- 
come excited under scopolamine-morphin as Blos 
has stated was usual. 

Ries uses 1/10 mgrm. scopolamine and 25 
mgrm. (1/3 gr.) morphin divided into 3 doses. 
If this dosage does not suffice, larger dosage 
should not be used, but recourse should be had to 
another anesthetic. 

Stone** has performed for twelve years a 
goodly number of his major operations under 
morphin-hyoscine analgesia, which generally acts 
as an anesthetic also. It is particularly applica- 
ble to those who fear to, or cannot, take chloro- 
form or ether. Neither shock nor nausea follows 
its use. His combination is: 


Morphin Hydrobromide 
Hyoscine Hydrobromide 
Cactoid Hydrobromide 


which is given hypodermically forty minutes be- 
fore the operation. Some patients are ready for 
the knife before this time, while others require 
half of this dose repeated at the end of the first 
forty minutes. Resections and amputations have 
been performed under this form of analgesia, the 
patient feeling no pain whatever. If the analge- 
sia is not complete, a few inhalations of chloro- 
form succeed in putting the patient under’ at 
once. Stone adds that when judiciously used this 
compound is practically harmless and is applica- 
ble to a much wider field than has hitherto been 
allotted it. 

Terrienn and Désjardins* have reported that 
in 26 cases sufficient anesthesia was obtained 
without any other anesthetic, about the same dose 
being used in 26 per cent of their cases. 

They state that the advantages of the method 
are: 

1. Suppression of fear of an operation on the 
part of the patient and obliteration of the phase 
of excitation which precedes muscular relaxation. 

2. Absolute loss of consciousness and of mem- 
ory in the majority of cases. 

3. Long duration of the sleep (eight to ten 
hours). 
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4. Suppression of vomiting, nausea and ma- 
laise after waking. 

5. Postoperative calm. 

6. Absence of albumin in the urine. 

?%. The great harmlessness which permits 
tuberculous, cardiac and cachectic patients to be 
operated on. 

According to these authors, the most striking 
advantages in using scopolamine are that anes- 
thesia lasts a long time after waking and that in 
all cases the patients never complain of their 
wound during the first two days, which is not the 
case ordinarily after other anesthetics have been 
used. 

The disadvantages brought forward are: 

1. The variability as regards the action of 
scopolamin in different patients (not substan- 
tiated in our series of cases). 

2. Vasodilatation which necessitates very 
careful hemostasis, the danger being the forma- 
tion of hematomata. (This was a negligible fac- 
tor in our series. ) 

Stone states that up to 1916 twelve deaths 
from scopolamin-morphin anesthesia have been 
reported, and these occurrences have prompted 
detractors of the method to state that they “may 
be attributed to scopolamine.” The author gives 
short summaries of the 12 cases so as to prove 
that in no case could death be traced to the use 
of the anesthetic, and adds that in many instances 
operators blame the anesthetic for this untoward 
result ; whereas the cause is something else, the 
admission of which would be quite embarrassing. 
He is of opinien that in many cases the use of 
scopolamine is a distinct advance in surgery. 

Camaniti®® states that the percentage of cases 
in which scopolamine by itself does not suffice to 
give complete narcosis varies from 25 to 70 per 
cent; hence the addition of chloroform is neces- 
sary. 

Jenkins®” used scopolamine as a general anes- 
thetic but abandoned its use, because: 

First: It seemed to abet a freer flow of blood 
from the raw surfaces. 

Second: Of nonrelaxation of the muscular 
bundles. 

Third: Of the possibility of damage to the 
brain and intellect. 

If the use of any other drug could do away 
with these untoward occurrences, adds Jenkins, 
we would have an anesthetic which is very pleas- 
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ant and safe and simple; but until that special 
drug is discovered, scopolamin, as a general 
anesthetic, is not entirely devoid of grave dan- 
gers. 

Caminiti combined 1/100 gr, of scopolamin 
with 1/4 gr. of morphin. One-third of this was 
injected one hour before the time of operation ; 
the second one-third one-half hour later, and the 
remaining third just before the operation. 

This author’s experience covered only 3 cases. 
In one of these there was some evidence of sen- 
sation of pain. How anyone can draw conclu- 
sions, in regard to a surgical problem of such 
vital importance, by studying clinically only 3 
cases, is beyond my comprehension. 

Smith** says, 1, that the employment of sco- 
polamine-morphin before the administration of 
chloroform does not add to the danger of the lat- 
ter; 2, that it is especially valuable in the case of 
nervous women requiring gynecological and ab- 
dominal operations ; 3, that it reduces the mental 
distress prior to an operation. 

This author also asserts that scopolamine-mor- 
phin markedly reduces the amount of the anes- 
thetic required, does away with the retching and 
vomiting on the operating table, and produces 
sleep for a considerable time following an opera- 
tion, and that no untoward effects were observed 
by him. 

A bottle containing 1/50 gr. scopolamine plus 
1/2 gr. morphin suffices for three injections, ac- 
cording to Smith. One-third is given two and a 
half hours before operation, the second one-third 
one and a half hours and the remaining one-third 
a half hour. The second or last one-third is 
omit ‘ed if there is a marked fall in the respira- 
tion and an important change in the pulse. 

Rood** records 400 cases of general anestehsia 
preceded by scopolamine. 

Judged by his results, he thinks it is safe to 
conclude that the method has many advantages 
from the operator’s standpoint, and from that of 


_ the patient, the terrors incident to the prelimi- 


naries of an operation being either blotted out or 
robbed of their magnitude, which, in some cases, 
is a very real advantage. He contends that it 
also diminishes the discomforts of after-pain, 
etc., by lengthening the period of unconscious- 
ness, and that postanesthetic vomiting is also 
lessened. Further, from the point of view of the 
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operator, the quiet respiration and relaxation, 
which are usually obtained, are of great assist- 
ance. 

Finally, the author asserts, there is the un- 
doubted advantage of being able to substitute, 
with equally good results, a safe drug, such as 
ether, for a dangerous one, such as chloroform. 

Grevson'® reports 69 cases of general anesthe- 
sia with scopolamine-morphin and comments very 
favorably upon the combination. 

During a period of fourteen months (1919- 
1920) approximately 1,000 cases were operated 
upon by the writer at the American Hospital, 
Chicago, under scopolamine-morphin anesthesia, 
supplemented either by ether or nitrous oxide. 
The operations were general surgery of the ex- 
tremities, operations upon the abdomen and con- 
tents, upon the nervous system, gynecological 
cases, ete. The observations were made by the 
writer and the senior anesthetist of the American 
Hospital, Dr. Harry 8. Solomon. Not a single 


death was caused by the method of anesthesia 
practiced, which was as follows: 

Thorough examination of the patient with 
special reference to the cardiovascular and renal 


apparatus. Preparation of the patient the day 
before the operation. Have the room darkened 
and absolute quiet enforced. This is imperative. 
In wards, screens should isolate the patient from 
the rest of the ward. The external auditory 
canal of the patient is plugged with absorbent 
cotton and all noises and disturbances excluded. 
The drugs used are scopolamine hydro-bromide 
and morphin sulphate—of the former 1/100 gr. 
and of the latter 1/6 gr. This dose is repeated 
once: the first dose three hours and the second 
dose one hour before the operation. The above 
dosage is used in patients between the age of 
fifteen and sixty years. The dose is decreased 
according to the age of the patient. In those of 
seventy and over, 1/200 gr. scopolamine and 
1/16 gr. morphin are used—not more than two 
doses. Those patients who have not reached the 
age of fifteen are not given scopolamine. This 
form of anesthesia is supplemented by nitrous 
oxide-oxygen or ether, or a mixture of both, de- 
pending upon the type of the case and indica- 
tions or contraindications in the respective pa- 
tients. Chloroform is banished from our work. 
The method is not used in obstetrical surgery. 


June, 1921 


CONCLUSIONS 


Scopolamine-hydrobromide-morphin —_anesthe- 
sia, supplemented by No. 2 or ether, as required, 
is a distinct advance in narcosis, and with ex- 
perienced supervision perfectly safe. 

The failures of earlier observers are due to 
reliance on scopolamine exclusively as a means 
to induce narcosis. Therein lies the danger; and 
recognizing the danger it can be forestalled. 
Chloroform should never be used as an adjunct 
to scopolamine, but nitrous oxide and ether 
should be given preference. The advantages of 
this method of anesthesia are: 

Suppression of operative fear in the patient. 

Absolute loss of consciousness. 

Amnesia as to preparation, etc., incident to the 
operative procedure. 

Continuation of sleep four to eight hours after 
the operation is completed. 

Elimination of postoperative nausea, vomiting 
and the harmful straining incident to it. Com- 
plete relaxation of the viscera and prevention of 
such unpleasant complications as pneumonia and 
shock. The method should never be entrusted 
to the untrained and the surgeon should super- 
vise and direct the procedure. Occasionally the 
respirations will be found to drop to six or even 
four per minute; but, inasmuch as the scopola- 
mine is rapidly eliminated by the kidneys, no ill 
results will follow if the glottis is prevented from 
obstructing respirations during the period of 
complete anesthesia. No complications were ob- 
served in our series of cases, and the method was 
found to be a most excellent one. It is our belief 
that this method possesses a great many advan- 
tages over the usual methods of narcosis which 
are practiced today. 

To obviate postoperative acidosis and relieve 
the dryness of the oral membranes and also 
thirst, as well as to replenish the vascular system 
with fluid, the patient is given, directly he is put 
to bed, an enteroclysis of 3 quarts of tap 
water at about 100° F. to which 4 drachms of 
sodium bicarbonate have been added ; in shock the 
addition of some brandy is necessary. It goes with- 
out saying that when operations are done about 
the vagina, rectum and perineum, as well as in 
cases of perforative appendicitis and extensive re- 
section of the lower bowel, the enteroclysis is 
omitted. To avoid excessive distention the colon 
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tube should never be introduced higher than 3 
inches in the lower bowel. This is imperative. 
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DIAGNOSIS OF NASAL ACCESSORY 
SINUS DISEASE* 


H. C. BALLencer, M. D., 
CHICAGO 


It is needless for me to point out the impor- 
tance of recognizing nasal accessory sinus dis- 
ease. This would involve a discussion of the 
entire subject of focal infection, as well as those 
acute or chronic sinus involvements in which 
general systemic’ symptoms usually associated 
with foci of infection are not apparent. 

The chronic form of sinusitis and the one I 
desire to speak of tonight is the type that will 
give the greatest difficulty in diagnosing because 
all but one or two local symptoms frequently will 
be absent. 

The symptom usually present and the one most 
complained of is a nasal discharge either a post- 
nasal dropping or an excessive blowing or a com- 
bination. The patient frequently says he has a 
“catarrh.” Incidentally I may state that 
“catarrh” should not be recognized as a definite 
disease entity but rather as a symptom, a dis- 
charge, and as such, secondary to one or more of 
several pathological conditions. This discharge 
may be with or without odor. It may be con- 
stant or intermittent. It may be thick and heavy 


*Read before Se p Gaston Branch, Chicago Medical Society, 


October 7, 1920. 
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or watery. 
mittent. 

Sharp pain such as characterizes the acute 
form is usually absent, but the dull heavy head- 
aches are frequently present. The location of 
the headaches have very little relation to the in- 
volved sinus as a frontal empyema may produce 
occipital headaches and an infected sphenoid mav 
produce temporal or frontal headaches. 

A sense of pressure or fullness between the eves 
iv characteristic of a frontal or ethmoidal infee- 
tion. The patient may complain of the same 
feeling in the cheek or between the eyes wh 
the antrum is involved. 

Giddiness and vertigo are sometimes present. 

Loss of smell due to the closure of the olfactor) 
fissure is frequently complained of. 

Disturbances of the eye such a photophobia. 
epiphora, errors of refraction or accommodation. 
etc., may accompany the sinus disease, especially 
when the ethmoids are involved. 

Tenderness upon pressure over the affected 
sinus, which is nearly always present in the acute 
stage, is absent as a rule in the chronic form. 
In testing the frontal sinus the pressure should 
be exerted on the floor of the sinus near the inner 
angle of the orbit, and over the anterior wall, 
above the supra-orbital ridge. The anterior 
ethmoid cells should show tenderness over the 
orbital plate of the ethmoid at the inner angle 
of the orbit. In examining the antrum pressure 
should be made over the canine fossa of the 
superior maxilla. 

A muco-purulent or a purulent secretion may 
be observed in many cases as it emerges from 
beneath the tip of the middle turbinate or from 
above the middle turbinate, depending upon 
whether the sinuses of the anterior group or the 
posterior group are affected. 

Trans-illumination of the face is a valuable 
aid in diagnosing an empyema of the antrum, 
although not conclusive in itself. Three points 
should be noted with an infected antrum. 
ramely: 1. The luminous pupil is dim or ab- 
sent. 2. The intra-orbital crescent of light is 
dim or absent. 3. When the patient’s eyes are 
closed he does not perceive as keen a sense of 
light in the eye above the affected antrum as in 
the opposite. 

Trans-illumination is of doubtful value in 
diagnosing a frontal sinusitis and of no value 


The watery type is usually inter- 
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in the sinuses other than the maxillary and 
frontal. 

Irrigation or suction of the affected sinus is 
frequently resorted to, to determine the presence 
or absence of pus. 

The x-ray is of more value, and when com- 
bined with the various clinical findings error will 
be reduced to a minimum. As great reliance 
frequently must be placed upon the x-ray it de- 
mands a somewhat fuller consideration. 

As Roentgenography is essentially a shadow 
transposition of the differential densities of the 
bones of the skull it is consequently greatly modi- 
fied by certain diseases and conditions. Briefly 
these are as follows: 

1. Age. In infancy there are numerous modi- 
fying conditions such as size, shape, develop- 
ment, ete., of the sinuses and bones of the skull. 

2. Sex. Men are apt to have thicker or 
heavier bones than women. 


3. Disease. Such as loss of lime salts. 


4. Thickness of bone of face and skull. This 
may be a localized thickening, a unilateral or 
bilateral thickening. 

‘5. Asymmetry of the sinuses or bones of the 
skull. 

6. Altered mucous membrane. This may take 
the form of an excessive thickening due either to 
infection or as a post operative result, or the 
alteration of the mucous membrane may be an 
extreme thinning or atrophy. 

%. Inflammation or suppuration within the 
sinuses. 

8. Inflammation or suppuration adjacent to 

9. Tumor formation involving the region of 
the sinuses. 
the sinuses or the sinuses themselves. 

10. Angle of exposure. Various dense struc- 
tures such as the petrous portion of temporal, 
the vertebrae, or the base of the skull may be 
projected in line with the sinuses, obscuring and 
interfering with the proper reading of the plates. 

In view of the above modifying conditions it 
is illogical to assume that a diagnosis can be 
made from the plates alone. A secondary place 
perhaps should be given to the x-ray and the 
main reliance should be placed on clinical means. 
Caldwell was the first to show that the contents 
of a sinus, whether pus, normal salt solution or 
water, offer about the same degre of obstruction 
to the x-ray. Beebe arrived at the same conclu- 
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sion after injecting the sinuses with liquids of 
varying densities from water to thick pus. Dif- 
ferentiating between a pus filled sinus and a 
neoplasm is not always easy although the neo- 
plasm usually involves other structures as well, 
which somewhat simplifies the diagnosis. 

The angle or plane of exposure is important and 
should be governed by the sinus or sinuses sus- 
pected. The custom largely prevalent in the past 
and at present is to have one sagittal (posterior 
anterior) view and one lateral view. When the 
expense is to be considered this perhaps will give 
as much general information as any other two 
views, but in the lateral view the ethmoids and 
sphenoids are superimposed upon the opposite 
sides and their outlines are confused or blurred. 
In the posterior anterior views the ethmoids and 
sphenoids are superimposed and an intelligible 
reading frequently rendered impossible. 

An excellent procedure in my opinion, when 
general information concerning all the sinuses 
is desired, is to have three views, one posterior 
anterior (Caldwell) and two obliques (Rhese). 

I recently reported a series of one hundred 
cases of suspected chronic nasal accessory sinus 
disease with the x-ray findings’ and a brief sum- 
mary of these cases may be of interest. 

Where the chief symptoms were a constant nasal 
discharge without pain or headache there were twenty- 
three cases (23%). Three of these (12%%) were 
negative and twenty (8734%) showed cloudy sinuses. 
Of the positive cases three (Cases Nos. 25, 82, 84) 
were not confirmed. 

In those patients where the chief symptoms were a 
constant nasal discharge with pain or headache there 
were seventeen cases (17%), all of these or 100% 
showed cloudy sinuses. One case (No. 91) was not 
confirmed. 

In the group where a nasal discharge was absent 
but pain or headaches present there were thirteen cases 
(13%). Eleven (8434%) were negative and two 
(1544%) were positive. Neither of these positive cases 
(Nos. 8 and 30) were confirmed. 

There were six cases (6%) of intermittent nasal dis- 
charge. Four (6634%) were negative and two 
(331%4%) were positive. The chief complaint in ten 
cases (10%) was a post nasal discharge, six (60%) of 
these were negative and four (40%) were positive. 
One of the positive cases (No. 83) was not confirmed. 

There were nine cases (914%) whose chief trouble 
was a constant or intermittent nasal hydrorrhea. 
Three (33144%) of these were negative and six showed 
(6634% ) some sinus disease, of the six positive cases, 
one case (No. 99) was not confirmed. Six cases 
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(6%) suffered from asthma. One patient (163%) 
had negative sinuses, the remaining five cases (834%) 
were positive. Tumor formation other than polypi 
were present in seven (7%). All (100%) revealed 
cloudy sinuses on the affected side. There were four 
sarcomas, one carcinoma, one lympho-endothelioma, 
and one fatty cyst of the frontal sinuses and orbit 
(Dr. Suker’s case). Six cases (6%) had a polypoid 
degeneration. All (100%) showed one or more 
sinuses cloudy. One case (No. 1) was interesting in- 
asmuch as the polyp which was filling the posterior 
portion of the inferior meatus apparently had its 
origin from the antrum. There were two cases (2%) 
of chronic atrophic rhinitis (ozena). One case (1%) 
of hay fever. All three cases positive although con- 
firmation was not obtained in the hay fever patient 
(case No. 16). One case (1%) was post operative, 
that is about six months after both sphenoids had been 
opened and the middle turbinates removed incidental 
to an acute infection of the antrums and sphenoids. 
At the time the plates were taken there were no 
symptoms or clinical evidence of trouble. The plates 
showed the outlines of the sphenoids and antrums were 
not clear. 


CONCLUSIONS 


1. The diagnosis of chronic sinus disease 
offers more difficulties than that of an acute sinus 
involvement due to the absence in the former of 
most or all of the localizing symptoms. 

2. The x-ray is a valuable addition to the 


clinical means of diagnosis, but should not be 


considered as conclusive in itself. The various 
modifying conditions mentioned above should be 
considered. 

3. A persistent nasal discharge with pain or 
headache is the most suggestive combination of 
symptoms. 

25 E. Washington St. 





TREATMENT OF PARA NASAL SINUS 
DISEASES IN RELATION TO SEC- 
ONDARY INFECTIONS FROM 
THIS SOURCE 


C. J. Swan, M. D., 
EVANSTON, ILL. 


It has been for more than ten years a widely 
known and accepted fact that sinus empyema 
can and does cause secondary infections in more 
or less distant parts of the body. 

As early as 1892 Ziem of Dantzic published in 
the Medical Weekly of Munich the report of a 
case of eye disease caused by sinus infection and 
refers to a report made by E. Berger of Paris in 
1890 and to studies by himself in 1885. The 
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report of 1885 is probably the first report defi- 
nitely linking the sinus with secondary infec- 
tions. 

Kuhnt, Posey and others contributed observa- 
tions ten or fifteen years later and in 1907 Sir 
E. St. Clair Thompson reported two cases of 
ophthalmic disease resulting from sinus infec- 
tion, and in the same year Fish of Chicago pub- 
lished an extensive article in the British Medical 
Journal containing a table of 44 collected cases. 
Some of these cases were personal observations 
in various clinics, some were verbatim reports 
and some were reports of cases where the observer 
had not especially noted that the ophthalmic 
disease was a direct result of the sinus infection. 
The review of the literature was very incomplete, 
as no dates or publications were given. 

This article was followed rapidly by others, 
both by Fish and other authors, and I think I 
am correct in saying that from this date began 
the general professional interest in the para nasal 
sinuses as a source of secondary infections. Only 
at this date did the ophthalmologist begin to in- 
clude in his routine examination of the eye an 
examination of the nose and sinuses. 

In his later articles Fish included many sec- 
ondary infections which we now know to be due 
to teeth and tonsil infections, and laid the blame 
on the para nasal cells. It may have been he 
who invented the non-suppurative type of sinus- 
itis which, admitting its existence, would allow 
operations on any sinus no matter how innocent 
its appearance. Thus after doing valuable work 
he lost cast in the profession due to his too in- 
tensive mental focus on one structure. 

Then, as I say, began the search of the sinuses 
by the ophthalmologist for the source of the eye 
infections. But the product of the search was, 
while not absolutely insignificant, so small as to 
be very disappointing. Only rarely did we find a 
sinus source for our ophthalmic diseases, and we 
were obliged to depend again as formerly, largely 
on elimination, rest, moist heat, salicylates, etc. 
Then along came the Presbyterian group with 
the results of their investigations into teeth and 
tonsils and we began to orient ourselves more 
easily. 

Empyema of the para nasal cells may cause 
and does cause secondary infections in a great 
variety of structure, but they are not the etio- 
logical factor in anything like the number of 
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cases in which either the teeth or the tonsils play 
the important role. This is due to the fact that 
these cells are normal bone cavities lined with 
a protective mucosa which does not readily lend 
itself to giving infections to distant parts of the 
body. The sinuses are not newly formed, tightly 
closed pathologic cavities like the root abscess, 
nor are they in soft tissues, like the tonsils, the 
vessels and lymph channels of which easily carry 
infections. 

Seaman quotes Tilly, but from whom Tilly 
gets his statistics I have been unable to learn, 
to the effect that about 70 per cent. of the entire 
population suffer with sinus disease and that 40 
per cent. of all patients who seek nasa] treatment 
have sinus disease. In any event, we know that 
we see a vast number of cases of sinus disease 
and rarely have as a result a secondary infection. 
On the other hand, we see a very great number of 
cphthalmic and other diseases which might come 
from the sinuses, but do not originate in that 
locality. Nevertheless, sinus infection is without 
doubt the cause of a wide variety of secondary 
infection. 

1. A number of cases of nuero retinitis, 
uveitis, and scleritis have been noted as well as 
conjunctivitis, glaucoma, and keratitis. I am a 
bit doubtful about the glaucoma but of the re- 
mainder there is no question, 

2. Sinus empyema is the most frequent and 
important etiological factor in facial erysipelas. 

3. It has caused many cases of brain abscess 
and meningitis, and of sinus thrombosis doubt- 
less a few. 

4. Rheumatism, both muscular and joint. 

5. Cardio vascular and renal disease—and 
possibly gastric ulcer. 

6. Coffin has reported Highmorean empyema 
as the cause of ozena. 

7. In fact, it may be guilty of any of the sins 
of the other head foci of infections. The most 
frequent offenders are the maxillary and the 
ethmoid. Next I should place the sphenoid and 
last the frontal. This is a fortunate provision 
of nature as the surgical approach to the maxil- 
lary and ethmoid is much easier than to the 
sphenoid or frontal. 

Just at this time interest has been aroused by 
reports by Dean and Byfield of Iowa City in 
sinus diseases and secondary infections therefrom 
in children. The cases reported, about 55 in all, 
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twelve had arthritis and one arthritis deformans. 
In eleven cases hemolytic streptococci were found 
in the sinuses. It would take too much time to 
go into a review and discussion of these papers. 
The bacteriological work was thorough and an 
ingenious device was used for obtaining uncon- 
taminated cultures from the antrum. In some 
cases removal of the tonsils and adenoids suf- 
ficed to cure the arthritis and in others all the 
sinuses were opened. Operative interference was 
only advised as a last resort, in which advice I 
concur. In fact, the writer has opened the sinus 
of a child but once and that was a frank frontal 
sinus empyema in a girl eight years of age. The 
anterior wall was carious and the sinus was large 
and full of pus, but there was no secondary in- 
fection. In children the ethmoid which is pres- 
ent at birth and the maxillary, also usually pres- 
ent, are the two structures most often involved. 
The symptoms are stuffed up nose, nasal dis- 
charge, frequent colds, asthma, lowered vitality, 
sneezing, headache, and rheumatism, muscular 
and joint. The writer has never seen a case of 
arthritis deformans in a child. 

Treatment. Removal of tonsils and adenoids, 
attention to gastro-intestinal conditions and 


hygiene, outdoor exercise and change of climate, 


argyrol tampons, ete. I would only think of 
operative interference in the most serious cases 
or those when in secondary infections an ex- 
haustive search had focused the etiological factor 
in the sinuses. 

In thinking of sinus infection, especially in 
adults, it must be remembered that all so-called 
severe head colds or coryza from which there is 
the discharge of a large quantity of green, yellow 
or white pus are sinus infections which are be- 
ing properly cared for by nature. About 99 per 
cent. of these will clear up with or without med- 
ical attention. 

When the drainage from these sinuses is in- 
adequate we have the acute sinusitis with pain 
and discomfort—stopped nose, headache, tender- 
ness, temperature may be as high as 104 and 
may be normal, dizziness, etc. Most of these 
will clear up spontaneously after a few days. 
But a small per cent. will grow progressively 
worse and professional interference becomes a 
necessity. 

The treatment of all the acute sinuses after 
diagnosis is established by inspection of the nose, 
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transillumination, x-ray plates, washing, ete., up 
to the point of operative interference is much the 
same. The first effort is to aid drainage by 
astringents such as cocaine, adrenaline or glycer- 
ine and ichthyol, or argyrol applied to the mu- 
cosa, dry heat by electric pad, hot water bottle, 
or hot fomentation. The leucodescent light was 
highly thought of in these cases by Ballenger, 
deceased, and I have used it, if not always with 
success, at least with satisfaction. Then comes 
suction—negative pressure—with the Muller, 
Clark or Brawley apparatus. Occasionally a 
brilliant success is achieved with this device but 
failure is more frequent. It is always worth 
trying. 

Meanwhile a few days have elapsed, the treat- 
ment has helped, the human organism is in 
process of throwing off the infection, or on the 
other hand the patient has grown worse and is 
suffering more acutely. 

It will be assumed that the Highmorean 
antrum is the cell affected. Washing out is the 
next step—either through natural opening or by 
puncture. The writer uses a straight Lichwitz 
trocar passed under the inferior turbinal and 


puncturing the thin wall of the sinus. In emer- 


gencies I have used a spinal puncture needle with 
The cavity is then washed with some 


success. 
mild alkaline solution, the outflow coming 
through the natural opening. This procedure 
confirms the diagnosis, and one, two or three 
washings may cure the case. When there are 
profuse granulations or polyps in the cavity or, 
in other words, the condition has become chronic, 
a radical operation will then be necessary. The 
old Caldwell-Lue operation perhaps, with the 
Denker or Canfield modification, is the operation 
of choice. This operation is not difficult and 
consists in opening the cavity through the front 
wall under the lip in the neighborhood of the 
canine fossa, an opening large enough for thor- 
ough inspection. All pus, granulations, dead 
bone, polypi, ete., are cleaned out along with the 
entire mucous lining, if it is diseased, and it is 
of course diseased when these conditions are 
present. A wad of moist cotton is introduced 
into tlie posterior nares and securely packed in; 
this wad having a string passing through the 
nasal canal and one through the mouth, the lat- 
ter for removal. A large opening is then made 
in the lateral wall of the cavity into the nose, 
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with or without the removal of the anterior half 
of the lower turbinal. Closure of the wound in 
the canine fossa and packing the cavity complete 
the operation. The patient may then wash out 
the cavity every morning until such time as it 
becomes permanently clean or ossifies. 

The Ethmoid. Claims have been made for the 
efficacy of the argyrol tampon for treatment of 
these cases but as a rule not very much can be 
done to a chronic ethmoiditis other than by 
surgical interference, which means cleaning out 
the ethmoid cells usually with the removal of the 
middle turbinal which is itself a part of the 
ethmoid capsule. This may be done with 
curettes, cutting forceps, or evulsion forceps. This 
operation has its dangers as that part of the 
ethmoid in contact with the dura is not thick, 
so that several cases of fracture of this plate and 
consequent entrance of infection into the cranial 
cavity have been recorded, followed by meningitis 
and death. 

The sphenoid may be opened by the same route. 

The frontal sinus has in the past, and still 
does, present peculiar problems and difficulties. 
The cell is shaped like a funnel, the small end of 
which is concealed under the middle turbinal and 
curves backward. This makes entrance through 
the lower end of the natural opening very diffi- 
cult. Then again the shape of the cavity lends 
itself readily to blocking in the funnel shaped 
entrance by polypi or granulations. 

In the treatment of empyema in this region 
one must, as in the other cells, first give nature 
a chance and assist in every way possible to 
obtain drainage without interference surgically. 

The obstruction may be due fundamentally to 
a deflected septum—(this statement applies with 
equal force to obstructed drainage of the antrum 
and the ethmoids). Correction of this deformity 
should, if possible, be an interim operation, but 
it is often necessary to perform it in the presence 
of pus in the cavity. However, the intra nasal 
tissues are of such resistance to infection that 
prompt healing takes place so that the operation 
may, if necessary, be performed at the same time 
as the major procedure. 

Very few pathological processes requiring 
surgical interference have been dignified with 
such a variety of surgical treatment. The diffi- 
culties and failures of frontal sinus operations 
is clearly evidenced by the great number of in- 
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struments which have been devised and the wide 
variety of the technique. 

The avenue of approach may be intra nasal 
or external. The first effort should always be 
intra nasal except where there is softening of the 
external plate or there are signs of the pus having 
broken through either the orbital plate or the 
supra orbital region. 

Without going into the merits of the various 
internal operations, I will say that the Mosher 
operation with here and there some slight modi- 
fications has become almost standard. It is 
simple and efficacious and consists simply in 
cutting off by one means or another the anterior 
1/3 of the middle turbinal and the breaking 
down of the aggernasi cells with a curette. These 
cells lie just above the anterior part of the at- 
tachment of the middle turbinal to the rest of 
the ethmoid and breaking them down gives access 
to the naso frontal duct. 

This procedure suffices to relieve the condition 
in about nineteen cases out of twenty—in the 
twentieth case one will find the sinus so full of 
granulations or polyps that no such method as 
this will suffice. Resort to external operation 
must be had. : 

There are also very many external sinus op- 
erations, but the Killian with or without modi- 
fications is the operation of choice with the 
Lothrope a close second. Either one of these 
operations in cases where the arbital ridge is not 
carious is usually successful and without leaving 
much deformity. 

DISCUSSION 

Dr. Cuares Ropertson, Chicago: Atrophic forms 
of disease of the optic nerve are frequently affected 
by the ethmoidal cell or the sphenoid. Glaucoma is 
probably questionable. In many of these cases there is 
excess of osseous tissue in the nasal apparatus with 
occlusion between the middle turbinate and the septum. 

We have a choice as to operation in the antrum as 
well as in the ethmoid and sphenoid cells. He ex- 
plained his operation for antrum and ethmoid infec- 
tions which he thinks is better than any other antrum 
operation. In this the anterior wall of the maxillary 
sinus is removed and then the internal wall is removed 
from the inferior turbinate down to the floor of the 
sinus. You can easily see the extent of the inferior 
meatus as you can see a bulge on the inner wall of 
the sinus which corresponds to the attachment of the 
inferior turbinal with the side wall of the nose. The 
wall below this bulge is removed to the floor of the 
antrum, care being taken to get the edge of the open- 
ing flush with the floor of the nose. Then the mucous 
membrane is cut in the form of a letter x and the 
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four flaps thus made are reflected from the nose into 
the antrum. Gauze packing is then introduced into 
the antrum and out through the opening in the inferior 
meatus. Then the flaps of mucous membrane are 
packed into place so they cover the free edge of the 
bone, holding them snugly in place. Then the antrum 
is filled comfortably full of gauze and the opening in 
the cheek cavity closed with silkworm sutures. The 
dressing is left in the antrum for four or five days 
when it is removed through the opening in the inferior 
meatus and out of the nose. 

The opening remains permanently the same size as 
made at time of operation and the turbinates are not 
interfered with at all. You have a large opening re- 
sulting between the inferior meatus and the antrum 
which ventilates this cavity and really makes it a part 
of the nose. Cases require no further treatment and 
should they have a subsequent infection of the antrum 
the drainage is free enough to have it run a short 
course. This is the most satisfactory antrum opera- 
tion known to the author. 

There is no need of taking away the mucous mem- 
brane or bone unless diseased and in that case of course 
diseased tissue is removed. 

As he understands the Mosher operation, he begins 
high up and goes through the middle turbinal body 
into the ethmo-frontal cells, then tears the entire wall 
out, sacrificing the anterior one-half of the body, then 
the whole middle turbinal is removed with a snare. 
This sacrifices the entire middle turbinal. There is a 
nicer operation which produces a better effect. We go 
under the middle turbinate body and then back as far 
as the sphenoid sinus under the middle turbinate, then 
the curette is turned around and you come forward to 
the uncinate process, or further if you wish. After 
all cells are broken down the middle turbinate is frac- 
tured at its superior attachment and pushed outward 
te its natural position. You do not disturb any of the 
turbinate process. A probe can pass under and ex- 
ternal in the new cavity formed and still have a nor- 
mal middle turbinate. 

He considers these two operations a distinct advance 
in the treatment of these two diseases. In the first 
place, the middle turbinate body must necessarily be 
saved because it has a physiological function. I have 
done this maxillary antrum operation for eight or ten 
years and the opening remains constant. In the ethmoi- 
dal operation, the turbinal fracture heals very rapidly 
and in two or three days you do not know you have 
operated. There is no absorption of turbinal tissue 
afterward and it retains its normal function. The Kil- 
lian operation one of the essayists said is the opera- 
tion of choice. There is only one choice in this opera- 
tion, and that is to leave it alone. I do not think 
Killian does it himself and certainly we do not over 
here. The only place to do this operation would be in 
some of the cases that Dr. Ballenger showed in which 
the ethmoidal cells extend over the orbit and in those 
cases the drainage of pus has to go up hill, and as it 
never does that a modified operation is in order. The 
Killian operation is almost obsolete. 

Dr. G. J. Muscrave: I would like to emphasize the 
value of the method described by Dr. Robertson to gain 
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access to the ethmoidal cells. The real danger of the 
ethmoidal operation is at the initial puncture. Here 
the orbit may be entered and only slightly posterior and 
superior the cribiform plate may be punctured; further 
posterior we may proceed boldly with no danger at all. 
However I think it cannot be claimed that mere en- 
trance with a limited degree of drainage and ventila- 
tion is adequate in a very large percentage of cases. 
Thorough exenteration is at once just as easy to per- 
form and simplifies the post operative care and insures 
speedier results. 

Dr. Georce W. Boor, in regard to the diagnosis of 
sinus infections, called attention to transillumination 
of the negro in whom you cannot get satisfactory re- 
sults. 

Another point is accepting the diagnosis of the x-ray 
man, They do not follow these cases up and he thinks 
their opinion is usually not very good. 

In the treatment of acute sinus infections he has 
satisfactory results with the use of suction, the head 
being in the proper position so that the opening of the 
sinus is at the lowest point. 

He has found the Denker or Canfield operation 
rather bloody. 

Dr. ArtHur C. Srronc likes the external operation 
that Dr. Dean of Iowa City has perfected, for frontal 
and ethmoid. He goes in laterally at the nasal-frontal 
articulation and after making that opening all the 
ethmoid cells are in the field of operation as well as the 
floor of the frontal sinus. There is no deformity fol- 
lowing this operation. 

Dr. Witt WALTER: I wonder whether we have a 
right to consider contact infection as focal infection. 
I think not, as focal infection is generally understood, 
viz., as carried by the blood stream. Optic nerve affec- 
tions are from contact where associated with sinus 
diseases and do not come under the head of focal in- 
fections as we are considering them. 

Some years ago I had the pleasure of working at 
Cornell with Dr. Shaeffer, who has recently published 
a wonderful book on the sinuses. He demonstrated 
at that time, that in something over 25% of skulls the 
drainage was from the frontal directly into the maxil- 
lary sinuses. In this book he makes this percentage 
something over fifty. Therefore, in a given case of 
antrum disease there is large chance that the frontal 
sinus is back of it—is the primary focus. 

It seems to me that the treatment of cures is great 
because of the anatomy of the individual. There are 
many cells, as we know, which are without the range 
of secondary interference. 

There are one or two things which the general prac- 
titioner ought to know, and one is that the way to 
cure frontal sinus diseases is not to have them. If a 
case does not get well within a reasonable time follow- 
ing rhinitis the patient should see a rhinologist and 
have expert attention. 

The most useful thing for the general practitioner to 
know, it seems to me, is the application of general 
principles, as mentioned by Dr. Swan, such as suction, 
drainage and heat. Some years ago I reported a 
method of autogenous suction which I think is far 
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superior to pressure which is exerted by making, 
maybe, too great motion, or making blebs, and so forth. 
One can by putting the head in certain positions make 
suction which is quite adequate to relieve these acute 
conditions, and the advantage is that the patient can 
apply it several times a day, if necessary, and get the 
benefit of the negative pressure produced in this way, 
which is valuable. Then a case usually gets well if we 
do these simple things and if it does not the patient 
should see a specialist. 

Another thing is that the lining of all these cavities 
is ciliated epithelium -and that when swelling has 
occurred the cilia are injured and we do not have the 
resistance that we had before and there is more ten- 
dency to recurrence in these cases. 


Dr. H. C. BALLENGER: I would like to emphasize the 
point brought up by Dr. Boot, namely that the Roent- 
genologist’s diagnosis should not be accepted as to the 
cause of the shadow. The Roentgenologist should 
state whether shadows are present or not but is not in 
position to judge the cause. The various modifying 
conditions I mentioned in the first part of my paper 
should always be borne in mind. 

In regard to Dr. Robertson’s indication for the Kil- 
lian operation, I would add to his indications a frontal- 
ethmoidal empyema with a fistula of the ethmoid cells. 
I do not believe an intra-nasal operation can cure this 
type of an infection. 


Dr. Swan (closing): When Dr. Robertson calls the 
Killian frontal sinus operation obsolete he makes a 
grave error, as the Killian operation or some modifica- 
tion of it is used by the best operators in every large 
clinic in this country. 

The description Dr. Robertson gives of Mosher’s 
intranasal operation for the drainage of the frontal 
sinus is neither Mosher’s operation nor an operation 
for the drainage of the frontal. It is an operation for 
the exenteration of the ethmoid, devised by no one in 
particular. 

The radical antrum operation described by Dr. Rob- 
ertson differs in no material respect from the old oper- 
ation of Caldwell, Luc, except Dr. Robertson preserves 
the inferior turbinal. As Denker, Canfield and others 
advised long ago about the preservation of this struc- 
ture, there seems to be little if anything new in Dr. 
Robertson’s operation. 

With regard to the cases of optic nerve atrophy, Dr. 
Suker has just pointed out the accepted fact that optic 
atrophy is not curable. 





THE TONSILS AS FOCI FOR SYSTEMIC 
INFECTION 


Grorce E. SHampBaven, M. D. 
CHICAGO 


The relation between tonsil infection and 
systemic disease is too well recognized to need 
any special comment, except to emphasize the fact 
that the tonsils constitute the most important 
focus for systemic infection. This is readily 
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understood when we recall the fact that few 
people escape having one or more attacks ‘of 
acute tonsil infection, which so frequently leave 
the tonsil the persistent carrier of a focus of in- 
fection. 

What I am especially interested in discussing 
here is the very important subject of the recog- 
nition of tonsil infection, especially of the chronic 
types of infection and the conclusions we have 
reached as regards the indications for removal 
of the tonsils. These questions should receive 
our most careful consideration, especially since 
the recognition of the relation between tonsil in- 
fection and systemic disease has brought about a 
veritable flood of indiscriminate operations on 
cases where those of us who have been studying 
this subject recognize no real reason for attribut- 
ing trouble to these structures. This indiscrimi- 
nate operating on the tonsils has, no doubt, been 
the direct outcome of teaching internes and 
general practitioners the technic of tonsil opera- 
tions, where these same practitioners have been 
unwilling or unable to devote that time and study 
to the subject necessary to acquire an adequate 
idea of the indications for these operations or to 
learn to recognize tonsil disease. It is always 
much easier to teach a man the technic of an 
operation than it is to train him to recognize the 
indication for the operation itself. 

As regards the recognition of tonsil infection, 
it is important to keep clearly in mind that there 
are two types of tonsil infection which may be 
quite distinct, or may be combined in the same 
patient. These are the acute and the chronic 
forms of tonsillitis. 

Of the two forms the acute tonsillitis is the 
more readily recognized, because it alone pro- 
duces local throat symptoms. The cases of chronic 
tonsillitis produce, as a rule, no subjective symp- 
toms except as they may be complicated by 
attacks of the acute process. Patients who com- 
plain of attacks of acute sore throat are not 
always the victims of acute tonsillitis. Many 
cases of acute sore throat have nothing to do with 
the tonsil, but are cases of acute pharyngitis. It 
is highly important for us to differentiate these 
cases before recommending removal of the tonsils. 
As a rule where the patient is subject to attacks 
of acute follicular tonsil infection, the history 
of the attacks rarely leave room for doubt as to 
the nature of the trouble, because the symptoms 
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are too characteristic to permit of mistaking the 
trouble. It is the milder form of tonsil infection 
that is likely to be confused with that of acute 
pharyngitis. I find that the only way to ma! 
sure in such cases is to require the patient tu 
return when he is having an attack of sore throat. 
If the tonsils are the seat of the trouble, these 
structures and the region about them will show 
unmistakable evidence of acute infection. It is 
a serious mistake to overlook these cases of 
milder tonsillitis, as I am convinced that they 
are about as frequently the cause of systemic 
infection as are the more severe cases of acute 
follicular infection. 

It is in the recognition of the cases of chronic 
tonsillitis where most of the mistakes have been 
made, and it is therefore the discussion of this 
subject that I am especially desirous of empha- 
sizing. Many cases of chronic tonsillitis are 
easily recognized, even by the novice. These 
are the cases where the tonsils are distinctly en- 
larged, where the tonsils and the surrounding 
structures show a marked congestion, quite in 
contrast to the mucous membrane in the re- 
mainder of the pharynx, and where the crypts 
ure filled with broken down cheesy deposits, 
wrongly designated often as pus. 

Moderately enlarged tonsils are often seen, 
even in adults, which do not appear to be the 
seat of any distinct chronic infection. Such 
tonsils are rarely a menace to the individual. 
Small tonsils, especially where they are sub- 
merged, are frequently the seat of a dangerous 
focus of chronic infection. It is not uncommon 
in such cases to discover a chronic abscess, from 
which pus can be expressed, and where the patient 
gives no history of having had a sore throat. 

There is a form of chronic tonsillitis which 


requires special consideration, because it is the 


form most frequently met with. It is a form, 
however, which is least likely to be a serious 
menace to the patient. I refer to those cases 
where the tonsiis are not appreciably enlarged 
and where there is an absence of congestion, but 
where an examination discloses the presence in 
the crypts of cheesy deposits. These cases are 
seen so frequently that it seems rather an excep- 
tion to find this condition absent, especially in 
adults. I have observed that these cases are often 
wrongly referred to as having pus in the tonsils. 
What is our attitude towards this type of tonsils? 
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They are certainly not normal tonsils, but I am 
firmly convinced that such tonsils are rarely a 
menace to the patient, except as the concretions 
are in themselves an annoyance, when they ac- 
cumulate in large masses and give an offensive 
odor to the breath. Where there is a distinct 
history of recurring attacks of acute tonsillitis, 
such tonsils should certainly be removed. On 
the other hand, where the acute reactions are 
absent, I am inclined to leave such tonsils alone, 
except in exceptional cases, where the patient is 
suffering from a serious form of systemic infec- 
tion and where a careful examination by a com- 
petent internist fails to discover any other likely 
focus. It is in this type of tonsils where the 
decision for operation should be made rather by 
the internist than by the throat specialist, be- 
cause the real reason for the operation is the 
systemic infection, and not the local condition 
found in the tonsil. 

This may all sound rather too definite and 
positive, but I am convinced that in most cases 
where the tonsil should be removed the indica- 
tions are quite definite and positive to the throat 
specialist, who is accustomed to make a careful 
examination and to weigh all the factors in each 
case. | admit that there will be exceptions 
when, especially because of the systemic infection, 
it may seem advisable to remove the tonsils, even 
where the local findings are not very definite: 
but these are exceptional cases, and this fact 
certainly does not justify the indiscriminate work 
on the tonsils which in recent years has been 
going on all over the country. One thing I wish 
to make quite clear: the decision when to operate 
on the tonsils, as a rule, requires an examination 
by an expect throat specialist, and cannot be 
made off-hand because the patient states that he 
is having recurring sore throat or because the 
patient has symptoms suggesting systemic in- 
fection. 

The practice of making cultures from the sur- 
face or from the crypts has been shown to give 
us no information that can assist in deciding 
whether the tonsils should be removed. 

DISCUSSION 
(Abstract) 


Dr. ArtHur C. Stronc thought one should not re- 
move all hypertrophied tonsils but have a definite indi- 
cation, and leave the matter somewhat in the hands of 
the general man to rule out any other foci of infection. 
A recent case was a boy who was supposed to have 
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had a tonsillectomy ten years ago but there were rem- 
nants on both sides. The tonsils did not seem diseased, 
but the family physician agreed it was better to take 
them out, as the boy was anemic and not gaining 
weight. In dissecting them out he found about a 
dram of pys behind one remnant. The throat looked 
normal, and it was not an acute infection, but un- 
doubtedly was the source of his systemic infection. 
One cannot always tell from the throat what will be 
found during a tonsillectomy. 

Dr. Witt1AM A. MAnwn believed that every dis- 
eased and every enlarged tonsil would be better out, 
but is conservative about taking them out. As it is a 
major operation we have to be careful and consider 
the danger. 

He thinks very few of the cases show pus when 
taken out. We find the caseous plugs and if we make 
smears or cultures we find the hemolyticus and if we 
take the plug out with a curet you find very easily that 
the tissue is more or less granular, bleeding easily. 
That the cheesy plug was the source of infection has 
been shown by the results. The patients will gain in 
general appearance and weight. 

Dr. H. C. BALLENGER emphasized the importance of 
enlarged cervical glands of the anterior group as an 
indication for the removal of the tonsils. An addi- 
tional indication in children is frequency of ear at- 
tacks. He also asked Dr. Shambaugh his opinion as to 
the frequency of tubercular infection of the tonsils of 
the submerged type; whether he has associated the sub- 
merged type especially with the former. 

Dr. G. W. Boor: I wish to ask the members of the 
Society whether in their experience patients with high 
blood pressure bleed more than other patients. In my 
experience there is no more bleeding in these cases 
than in the cthers. In reality high blood pressure 
expresses the state of the vessel wall rather than the 
condition of the blood. 

Dr. CuHarces Ropertson: Dr. Shambaugh stated 
that there were two types of infection, the acute and 
chronic. In the acute you have the local symptoms 
exaggerated, a large amount of material going into the 
system and therefore a large febrile involvement, high 
fever, great swelling and pain. This is a complete 
entity and can be determined very easily. It is in the 
chronic type that we get most of our focal infections. 
A chronic pharyngitis and chronic tonsillitis are very 
easily confused. Chronic pharyngitis is very inti- 
mately associated with chronic intestinal disease. The 
sluggishness of the digestive system is accountable for 
much of this and when that is corrected the pharyn- 
gitis disappears with it. We say, then, that an acute 
infection of the tonsil gives an acute infection else- 
where, relative to the rapidity with which the poison 
is taken up. Where it is a chronic infection and it is 
absorbed drop by drop it may not be severe at any 
time but it is a continuous performance. If you re- 
member, I once brought out some statistics on tonsil 
absorption in which I showed that 8 per cent. of the 
people, irrespective of symptoms, exhibit tuberculous 
change of the tonsils. That is one point which I thing 
the profession has lost sight of. If you can in 8 per 
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cent. of the people get a nidus of tuberculosis and 
relieve it you will cure 8 per cent. of the tuberculosis, 
because it was demonstrated that the tuberculosis went 
into the tonsil in a fixed and definite manner. In exam- 
ining tonsils it is not necessary to look at the size and 
color. There is a certain place where the tonsil is in- 
fected and it is nearly always the superior and anterior 
crypts and these lie in the upper one-third of the tonsil 
between the superior lobe and the anterior pillar. 
Sometimes they are very hard to find, but if you will 
put in a probe you will find these crypts half or three- 
fourths of an inch deep. In the chornic tonsil it is 
always infected at the distal end of these crypts and 
at this point the tissue breaks down. That is the point 
where the infection goes out into the lymphatics. You 
must be careful not to mistake an infection in the 
antrum and posterior nares because they empty 
through the lymphatics into the faucial tonsil, whereas 
the tissues above empty into the chain of glands 
behind the sterno-mastoid muscle. 

Another thing I find people confusing is the sub- 
maxillary gland infections. This infection is never 
from the tonsil but always from the teeth. An infec- 
tion after it gets into the lymphatic tissue can travel 
in any way. There are no valves so any pressure can 
push pus forward or backward or upward or down- 
ward, 

One of the main things is the appearance of the 
anterior pillar. lf the anterior pillar exhibits a cir- 
cumscribed redness, the patient has an infected tonsil. 
If you examine the crypts of these tonsils you will find 
that 99.9 per cent will have hemolytic streptococcus. 
As Dr. Davis says, “the home of the hemolytic strepto- 
coccus is right here.” I agree absolutely with Dr. 
Shambaugh that the slaughter of tonsils going on at 
present is appalling. It has gone so far that hospitals 
have had to cut down the days on which tonsils can 
be removed. In St. Luke’s hospital they had three 
days on which only tonsils could be operated on and 
the Board decided it was destruction and cut it down 
to two days, and now they are cutting it to one day 
a week in an effort to make doctors stop taking out 
tonsils indiscriminately. We have to take them out 
if they are diseased but many of them | do not think 
are diseased. I would like to recite the case of a 
man who traveled all over Europe for relief of 
arthritis deformans. He was referred to me by an 
orthopedist; there was nothing but the shell of the 
vertebrae left. The condition was so bad that he had 
lockjaw. He could get his arms up to feed himself 
only by severe labor and had excruciating and con- 
stant pain. He had traveled all over and had been to 
all the different spas in Europe and was sent home in 
a wheel chair. He was sent to me for examination of 
the tonsils. There was a little piece on each side not 
much larger than a Boston bean. I sent the man back 
to the orthopedist and said that there was not enough 
tonsil to think about. He said the man had been 
looked over by men in town and there was no place 
he could get the infection but in the throat. I there- 
fore removed his tonsils. The man was so stiff he 
could not lean over to get the blood out, I had to 
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tip him over. The laboratory reported streptococcus 
hemolyticus and we had a serum made which was 
given him in repeated injections. The first injection 
stopped the pain and in six weeks he began to im- 
prove. He could move his head more and the jaws 
were not so locked. The case was too far gone to 
stop the progress of disease but not too far gone to 
stop the pain. It shows what a little thing if fed in 
will overcome the resistance of the body. It is not so 
much the question of how much infection goes in but 
how long the body resistance can withstand the con- 
tinuous introduction of toxic material. 

Dr. B. F. ANprews: I saw a report recently where 
a member of a society read a paper on removal of 
the tonsils and recommended as a prophylactic measure 
the removal of tonsils in children of three years. In 
the discussion some agreed with the gentleman and 
some disagreed and some were so bitter in the dis- 
agreement that they “mopped up the floor with him.” 
That was the expression. In my opinion that recom- 
mendation is rather too radical. I am frequently 
asked about the age limits in removal of the tonsils, 
and I say whenever they are a menace to the welfare 
of the patient regardless of age they should be re- 
moved. That requires a diagnosis, as has been sug- 
gested, made by an internist or possibly by a surgeon 
and certainly by the specialist who is called upon to 
do the work. When we consider the life history of 
the tonsils, as they begin in intrauterine life, and 
are large and active in the later periods of gesta- 
tion, and during infancy and early childhood, and by 
the age of eight or ten they begin to atrophy and at 


the age of puberty they are atrophied, we realize that 
their presence in an adult of eighteen or twenty is 
prima facie evidence that they are diseased. Whether 
or not they should be removed is up to the operator 
to decide. 

Dr. Witt WALTER: 


It seems to be about the most 
difficult thing to decide in a given case whether the 
tonsil is the cause of focal infection or not. As we 
gain more experience we doubt more our ability to 
judge. I do not know the statistics of the Mayo 
ciinic, but they are tremendous. I think the presence 
cf pus in the tonsil rather means, of course, a 
leukocytic reaction. I think the hemolytic streptococcus 
is not a cause very frequently in hemolytic reaction. 
We do not get much pus in that type of tonsil. The 
streptococcus is the organism that seems to be the 
enemy of the human body, especially as relates to 
the chronic infections. Ocasionally, however, we find 
a staphylococcus which is very productive of severe 
effects. Dr. Alexander saw a case which was very 
interesting, a quinsy, and I think, by the way, these 
quinsy cases are apt to have pockets of genuine pus. 
This case was most interesting; the patient had an 
acute quinsy which disappeared over night. The 
patient was all right the next day and there was no 
appearance of its having ruptured. My decision was 
that it had ruptured into a vein, and: within a few 
days there was an acute rash all over the body and 
she was very ill. A few months afterward she had 
an ankylosis and a few months later the tonsils were 
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removed and there was a real abscess. 
now very much improved. 

I am sure we are all very grateful to Dr. Sham- 
baugh for coming out and giving these conservative 
views of the tonsil operation. However, we are going 
to diagnose infection of the tonsils and by some such 
process as he suggests, the process of exclusion. 

Dr. Oscar Dopp reported an interesting case of 
focal infection. Several months ago the patient came 
to him with an infection of the right maxillary sinus 
also involving the frontal and ethmoid cells. Re- 
cently she returned, complaining of rheumatism, and 
her physician thought that the nasal infection was a 
possible cause. He opened some ethmoid cells and 
removed adhesions which followed an operation which 
she had several years ago, establishing good drain- 
age. This did not seem to relieve the rheumatic 
condition. Examination of the tonsils did not show 
trouble of any consequence, though they were slightly 
enlarged. However, on account of the severe 
rheumatism with which she was suffering, he re- 
moved the tonsils, and the laboratory examination 
showed a decided infection with streptococcus hemo- 
lyticus. A few days after the operation she began 
to improve and the rheumatic condition has largely 
cleared up. 

Dr. Swan plead guilty to terming the caseous ma- 
terial found in the crypts of tonsils “pus”—caseous 
pus—to distinguish it from liquid pus occasionally 
present in the tonsils. I have come to regard all 
tonsils containing caseous material as more cr less of 
a menace to health. 

Dr. Georce E. SHAMBAUGH: As regards the ques- 
tion raised by Dr. Boot, whether high blood pressure 
constitutes a contraindication to the tonsil operation: 
I operated on a number of patients where the first 
indication was the high blood pressure and I have 
not experienced any serious bleeding in such a case. 
The cause for troublesome bleeding is slow coagula- 
tion time. 

Replying to Dr. Ballenger’s remarks: I consider the 
involvement of the cervical lymphatics, especially the 
anterior group, as constituting, as a rule, indication 
for a tonsillectomy. 

Replying to the remarks regarding cauterization of 
the tonsils. Before we knew how to enucleate tonsils 
I would occasionally employ this method of treat- 
ment where the tonsils were causing a great deal of 
trouble. I have come to the conclusion that the risks 
from cauterization are a good deal like the risks 
where the tonsils are only partially removed. The 
condition left after the operation is often more 
troublesome than that for which the operation was 
undertaken. 

As regards the question of cheesy concretions found 
in tonsils: this is not pus, although many physicians 
use this expression rather loosely when talking to a 
patient, as it conveys the impression which the physi- 
cian wishes the patient to have, namely that the tonsils 
are the seat of a chronic inflammation. I do not 
consider the presence of cheesy concretions a positive 
indication for tonsil removal. This condition is found 
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in most tonsils in middle life. Where there is unusual 
local annoyance from their presence, we are justified 
in removing the tonsils. Where the patient is having 
a more or less serious systemic infection, for which 
no other cause is discovered, I believe one is justified 
in removing the tonsils where perhaps the only 
evidence of tonsil infection is the presence of the 
cheesy concretions. One must remember too that the 
patient may have recurring attacks of the acute sore 
throat with all the clinical characteristics of tonsillitis 
where there are no tonsils, the reaction being in 
lymphoid tissue, especially the lateral bands of the 
pharynx. 

Dr. Witt Water: We had hoped to present a 
summary of this symposium, but there has not been 
time as yet. We hope to publish the material because 
I think we are all interested in seeing it in print. 

I wish to thank all of you gentlemen who have 
taken part in the programs this year, and I am sure 
we will all get something out of it which is worth 
while. 





RELATIONS OF ENDOCRINE STIMULA- 
TION AND SYMPATHETIC 
STIMULATION 
Artuur E. Lunn, M. D. 

CHICAGO 


Introductory. This paper will not attempt to 


give complete reviews of all the factors entering 
into the topic under consideration. This in itself 
would require volumes. It is evident, however, 
that the following must be considered in special 
details: 

Autonomic 


1. Sympathetic or Nervous System. 


Vegetative 
(a) Origin. 
(b) Development, Structure. 
(c) Distribution. 
(d) Relations to central nervous system. 
(e) Functions, Effects of Stimulation. 
Internal secretive 


2. Endocrine or Glands. 
Ductless 
(a) Origin. 
(b) Development, Structure, Innervation, Blood 
Supply. 
(c) Functions, Endocrine produced. 
Chemical structure. 
Action in body tissues. 

With all the information available at present 
it is not possible to give the precise status which 
we seek. The reasons are chiefly these: it has not 
been determined accurately what the distribution 


and functions of the sympathetic nervous system 
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are, nor have the exact natures and functions of 
the endocrines been determined. 

There is, however, much evidence that various 
relations exist between the effects produced by 
the endocrines and the effects produced by the 
sympathetic nervous system. This account shall 


by no means consider all of the possible relations 
of these two factors; but will attempt to give 
briefly a few of the most evident and probable. 


SYMPATHETIC NERVOUS SYSTEM 


The nomenclature arrangement, distribution 
and function of the sympathetic (autonomic or 
vegetative) nervous system has long been a sub- 
ject of much controversy, and at the present time 
there are many details which are not generally 
agreed upon. I shall not attempt to give a very 
detailed or complete description but shall in- 
clude only a few of the best known facts concern- 
ing this part of the nervous system. Langley’s* 
description of this part of the peripheral nervous 
system is accepted and used by many investi- 
gators and authors (W. B. Cannon-C. W. Pren- 
tiss), and is probably best known. Langley terms 
this the autonomic nervous system and divides 
it into the cranial, thoracico-lumbar (or sym- 
pathetic), and sacral divisions. He describes 
only an efferent system. The autonomic nervous 
system may be a developmental vestige from the 
diffuse nervous system of earlier ancestors, or it 
may be an entirely new acquisition of compara- 
tively recent phylogenetic development. Em- 
bryologically it is developed from the neural 
crests by migrating neuroblasts. The thoracico- 
lumbar division has a nearly segmental arrange- 
ment while the cranial and sacral divisions do 
not have such an arrangement. The autonomic 
nervous system consists of a system of neural 
ganglia and fibres separate from the central or 
cerebro-spinal nervous system. The two are con- 
nected, however, by the two groups of the so- 
called preganglionic fibres. In the cranial and 
sacral divisions the ganglia of the autonomic 
nervous system are irregularly placed, usually 
near the structure supplied. The ganglia of the 
thoracico-lumbar division are placed in a fairly 
regular series within the body cavity a few centi- 
meters lateral to either side of the midline upon 
the posterior body wall. From these ganglia post 
ganglionic nerve fibres go to directly to different 
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structures, or to various plexuses, and thence to 
the parts which they innervate. 

The cranial and sacral divisions of the auto- 
nomic nervous system are not as widely distrib- 
uted as the thoracico-lumbar division. The 
cranial division sends branches to the head in- 
cluding the eye. It sends another large branch, 
the vagus nerve, to organs of the thorax and ab- 
domen. Stimulation of these nerves causes 
psychie secretion of gastric juice (Pawlow*) and 
salivary gland secretions; it causes dilation of 
blood vessels supplying the glands which produce 
these secretions. Stimulation of the vagus also 
causes increase of muscle tone in the alimentary 
tract. Two more effects of such stimulation are 
the contraction of the pupil of the eye and slow- 
ing of the heart rate. An interesting fact to 
notice is that the nerve from the cranial division 
has an inhibitory action upon the heart while 
the corresponding nerve from the _ thoracico- 
lumbar division stimulates the heart action ; but, 
in the digestive tract nerves from these centers 
produce just the reverse effects, the nerve from 
thé cranial division accelerates and the thoracico- 
lumbar nerve inhibits. Higier* says that the 
sympathetic does not directly control the gastro- 
intestinal organs but exerts regulatory functions 
upon the ganglion cells within the walls of these 
organs. Cannon* calls the cranial division of 
the autonomic nervous system a conserver of 
bodily resources. His reasons are that the retina 
is shielded from excessive light by contraction of 
pupil, that the heart is given longer rest periods 
by decrease in rate, and that digestion and as- 
similation are aided by the production of the 
digestive juices together with the increased ton- 
icity of the alimentary tract. Cannon further 
classifies the sacral division of the autonomic 
nervous system as a mechanism chiefly for 
emptying. 

The thoracico-lumbar division of the auto- 
nomic nervous system, the part which originally 
received the name sympathetic nervous system, is 
of very diffuse distribution. It sends branches 
to many parts of the body which are also inner- 
vated by the cranial or sacral divisions. In all 
cases of such double innervation, the action of 
each set of nerves is to produce antagonistic 
effects. Nerve fibres of this division go to the 
eyes and cause dilation of the pupils, others go 
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to the heart and cause increase in rate of beat, 
some go to the liver and cause release of sugar. 
Still other fibres go to the digestive tract and 
cause a relaxation or inhibition of digestion. 
This system supplies blood vessels of the body 
trunk and viscera, still further reaching fibres go 
to the erector muscles of the hairs in the skin. 
From these facts it may readily be seen that 
the sympathetic system is chiefly concerned with 
activities within the body including such proc- 
esses as production of glandular 
circulation, respiration, digestion and metabolism 
in general. 
spinal nervous system which is concerned chiefly 


This is in contrast to the cerebro- 


with relations of organism to its environment. 
although it does exert considerable influence over 
the activities of the sympathetic nervous system. 


THE 


Recent investigation and literature upon the 
Vincent® 


ENDOCRINES AND ENDOCRINE ORGANS 


endocrine organ are very voluminous. 
gives a bibliography of over 2,100 references. 
Schafer* gives a very comprehensive, yet brief 
account of this subject. Some other authorities 
are Biedl,’ Gley,® Falta® and Cannon.* 


Endocrines defined—differentiated. Internal 
secretions or endocrines are usually understood 
to be physiologically active substances delivered 
to the blood by the ductless glands and other 
tissues. At one time the list of the endocrine 
organs included the spleen, tonsils and lymphatic 
organs, but their products are of a morphological 
type. Since Co, is produced by the tissues and 
causes physiological activity nearly all tissues 
could be called endocrine organs. The present 
definition of an endocrine is: any definite organic 
chemical compound, produced by a body organ 
or tissue, and which acts upon some metabolic 
process of the body. This rules out such mor- 
phological units as produced by the lymphatic 
organs ; the Co, which is an inorganic compound, 
and the digestive gland products which are always 
of the nature of fermentative enzymes, and act 
upon foreign material in the body, such as food. 
All enzymes are destroyed by prolonged boiling 
but the endocrines are not. Endocrines are also 
dialysable. 

At least one endocrine has been isolated chem- 
ically, it has also been produced synthetically. 
This is epinephrine, suprarenin, adrenin or 


secretions, 
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adrenalin. Adrenin has been demonstrated to be 
ortho-dioxyphenyl-ethanol-methylamine. 


CHy NH CHOW 


H 


This may be tested for qualitatively with phos- 
photungstie acid which produces a blue color 
even in a very dilute solution of adrenalin. 
This substance is very easily oxidized, which 
accounts for its quick disappearance in the blood. 
Schafer ° suggests the name excitatory autocoids 
or “hormones” for endocrines of a stimulating 
nature, and the name “chalones” for autocoids 
of a depressing nature. The term autocoid is 
generally used interchangeably with endocrine. 
Organs Producing Endocrines. 
list of endocrine organs includes the epiphysis, 
the pituitary, the thymus, the thyroids, the para- 
thyroids, the adrenals, the pancreas, the ovaries 
and the testes. This list includes two glands 
with ducts, the pancreas and testes. Neverthe- 
less, it has been demonstrated that these glands 
do furnish secretions which do not pass out 
through the ducts, but are delivered directly to 
the blood stream. 


The present 


This is proved in the case of 
the pancreas, experimentally, by ligating the 
pancreatic duct. Removal of the pancreas very 
soon produces a rapid and fatal diabetes: but, 
with ligation of the duct diabetes does not ensue, 
thus showing diabetes is not caused by lack of 
pancreatic products delivered via the duct. If 
the pancreas is removed, some time after being 
ligated, a fatal diabetes at once sets in. This 
shows that some secretion had been delivered to 
the blood by the pancreas even with the duct 
ligated. 

Relative Importance of the Endocrines. The 
autocoids produced by the epiphysis, thymus, 
ovaries and testes while essential to normal body 
metabolism, will not be discussed at any length 
here due to the lack of experimental and clinical 
work with them and the necessary brevity of this 
paper. It may be said that functions of the 
endocrines of the epiphysis and thymus are but 
little known, and are, relatively, the least im- 
portant of endocrine organs. Much work has 
been done upon the ovary and testis, sufficient to 
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indicate that they exert a great influence upon 
the general metabolism of the individual. The 
most important endocrines are 
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Methods of Study of Endocrine Activities. 
Partial or complete removal of the endocrine 
organ, surgically or accidentally, failure of nor- 
mal development, and pathological destruction 
of the organ afford means of observing the in- 
dividual’s reaction in the absence of the par- 
ticular endocrine. 

Administration of the gland tissue or extracts 
by mouth or hypodermics, surgical transplants 
and over-development of a particular gland furn- 
ish a method of determining the individual’s 
reactions to a surplus of the endocrine concerned. 
Cannon,® Meyer & Lottlieb’*® and others have 
isolated organs or parts of organs of the body 
and then applied the endocrines to learn the 
effects produced. 


Parathyroids. The parathyroids are developed, 
embryologically, as evaginations, from the ento- 
derm of the third and fourth visceral pouches. 

There are usually four. In the adults these 
glands are found just posterior to the lateral 
lobes of the thyroid. They are from 0.5 to 1 
em. long 2 to 5 ems. wide and about 2 cms. thick. 
This gland has a thin connective tissue capsule, 
within which the cells are arranged in irregular 
groups or cords. The cells are spheroidal, cub- 
oidal or pyramidal in shape. 

Schafer® says the parathyroid probably pro- 
duces a chalone which is antagonistic to a 
hormone produced by the thyroid, and also an- 
tagonistic to the adrenal’s endocrine. He says 
further that the work of those endocrines is to 
balance the activity of the sympathetic nervous 
system. The chemical nature of this endocrine 
has not been determined. 

Removal of the parathyroids causes death by 
tetany. Falta® has shown tetany to result from 
an over-irritibility of the nervous system in the 
sensory and vegetative parts. This would indi- 
cate that the parathyroid endocrine exerted a 
regulatory effect over certain nervous discharges. 
That it is not nerve or reflex paths which cause 
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tetany, but is due to absence of the parathyroid 
endocrine, is shown by the fact that an isolated 
parathyroid gland which has been successfully 
transplanted between the abdominal fascia and 
musculature will serve the function of a nor- 
mally placed parathyroid and will prevent 
tetany. - 


Thyroid, The thyroid originates in the em- 
bryo as a ventral diverticulum in the ventral 
entodermal wall of the pharynx at about the 
level of the 4th viscual pouch. The gland de- 
velops in two lobes, each lying lateral to the mid- 
line at the anterior surface of the trachea a few 
centimeters above the clavicle. The lobes have 
a connective tissue capsule from which trabeculae 
pierce into the gland body. The alveoli are 
usually lined with a single layer of cuboidal 
cells. The alveoli are filled with a colloid ma- 
terial. 

The blood supply of the thyroid is extremely 
rich, being exceeded only by the adrenal bodies 
in richness of circulation. 

Schafer® says death occurs within 37 hours 
after extirpation of the thyroid, although other 
writers say the gland is not essential to life. The 
exact chemical structure of the thyroid endocrine 
is not known. Oswald has shown the thyroid 
secretion to be a combination of two substances, 
iodothyreoglobulin, containing iodine, and a 
nuceloprotein. Fat metabolism especially is 
affected by the thyroid autocoid. The thyroid ap- 
parently supports the adrenals in opposing the 
pancreatic hormone. The pancreatic secretion 
prevents the organism from being inundated with 
sugar by causing the sugar to be removed from 
the circulation and stored in the liver as glycogen. 
Adrenalin stimulates a release of glycogen from 
the liver thus raising the sugar content of the 
blood. The thyroid hormone stimulates the 
katabolism of fat and protien. 

Clinical demonstrations of cases of tyroid 
hypo-function are typical in cretinism and 
myxedema. A child with hypofunction of the 
thyroid does not develop symptoms for some 
time after birth due to the secretion having been 
supplied by the maternal blood stream. Evi- 
dences of improper development may be noticed, 
however, within the first few years of life. The 
typical symptoms are an arrest of growth, large 
abdomen, depressed nose, podgy hands and feet, 
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weak muscles, the fontenelles may remain open 
together with incomplete ossification of other 
bones of the body. The individual is frequently 
deaf and mute. Interference in other metabolic 
processes are indicated by a general tendency to 
obesity with a great increase in sugar tolerance. 

As a rule this condition produces a general 
apathy and sluggishness of the nervous system. 
In fact, these individuals are idiots. Histological 
examination reveals a shrunken condition of the 
cortical cells of the brain. There also appears 
to be a chromatolysis in these cells. Early 
administration of thyroid gland or its extracts 
do much to alleviate these conditions. 

Associated with hyper-function of the thyroid, 
we have increased excitability of the cardiac 
vagus, and of the nervous system in general. 
There is also a characteristic exophthalmos con- 
dition, and dilatation of the pupil, referable to 
sympathetic excitation. Hyperfunction is treated 
by partial removal of the thyroid or by ligation 
of some of the blood vessels supplying the gland. 

Animal experimentation has revealed that re- 
moval of the thyroid in very young animals in- 
hibits their growth; this may amount to as 
much as 50 per cent. Removal of the thyroid 
causes an increase in the development of the 
pituitary body. This would indicate that the 
secretions of the pituitary and thyroid gland 
produce endocrines of similar functions. Thy- 
roidectomy decreases the activities of the adrenal 
glands. 

Pituitary. The pituitary gland or hypophysis 
is a compound structure. It has two embryo- 
logical sources of origin. The posterior lobe arises 
from an evagination of the infundibulum of the 
diencephalon. The anterior lobe arises from an 
invagination of the ectoderm in the dorsal wall 
of the oral cavity. The two lobes fuse early in 
the embryo. 

It is possible that the pituitary secretion, in 
part at least, is discharged into the cerebrospinal 
fluid. 

Removal of this gland is usually followed by 
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death; but, animal experimentation has shown 
that an animal may live for a considerable time 
after removal of the gland. Such animals are 
always dwarfed in stature if the gland is removed 
while the animal is very young. In these cases 
the bony structure is not fully developed. There 
is a tendancy to adeposity which is thought to 
be due to an increased sugar tolerance as in thy- 
roidectomized animals. 

In pathological cases of enlargement of this 
gland we may find an impairment of vision. 
This is due to no changes in the retina or other 
nervous mechanism of the optic apparatus, but 
is caused by mechanical compression upon the 
optic chiasm by the enlarged gland. After a 
continued hypertrophy of the hypophysis the 
condition known as acromegaly or elephantiasis 
is observed. Characteristic of this condition is 
a general enlargement of the bones of the ex- 
tremities and head. Most noticeable is the pro- 
trusion of the mandible which is brought about 
by its enlarging. 

Atrophy of the hypophysis produces, in the 
young animal, conditions similar to those caused 
by removal of the gland. 

The pituitary endocrine when administered to 
the normal individual causes a rise of blood pres- 
sure. This is not due to action upon the nerve 
endings but is effected by direct action upon the 
blood vessels themselves. The heart rate is 
decreased but force is increased. It appears that 
the pituitary secretion accelerates the deposition 
calcuim salts in the body as shown by cases of 
acromegaly. 

An interesting experiment is reported by 
Clark"'. In this experiment observation was 
made upon 655 chickens. For four days these 
chickens produced 233 eggs, and in a succeeding 
period of four days during which pituitary gland 
was fed 352 eggs were obtained or an increase of 
about 66 per cent. 

Here, of course, calcium salt production was 
increased, but proportionate increase in produc- 
tion of other substances was greater. 
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Tracing illustrating typical effect of pituitary extract upon section of intestinal muscle beating rythmically 
in normal blood or Ringer’s solution. 
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Pancreas. Initiation of the growth of the pan- 
creas takes place as out-pouchings from the 
In the adult 
the pancreas is found as a slender and very 
irregular shaped gland embedded within the 


duodenal portion of the intestine. 


greater omentum. Attention has been called to 
the fact, that this endocrine organ has a duct 
and that the endocrine is not discharged through 
the duct. 

The histological section of the pancreas shows 
a compound alveoli gland. The walls of the 
alveoli are composed usually of pyramidal shaped 
cells with large basal nuclei. 

Within the alveoli of this gland are character- 
istic areas known as islands of Langerhans. 
These are irregular shaped areas of compactly 
arranged secretory epithelial cells. 

To these is assigned the function of endocrine 
production. Clinical cases of diabetes coming 
to necropsy always reveal an abnormal condition 
in the islands of Langerhans, most probably a 
degeneration. Hypofunction of the pancreas 
cannot be successfully treated by administration 
of extracts of the gland nor by transplants. 

Extirpation of the pancreas produces a rapid 
and fatal diabetes. 
able animal experiment was done. 
which had been thyroidectomized the pancreas 
was removed but diabetes did not develop. This 
experiment agrees with the functions assigned 
to the endocrines. The removal of the thyroid 
increased the carbohydrate tolerance which per- 
mitted the animal to cope with the increase of 
sugar in the blood caused by removal of the pan- 
creatic endocrine. This would suggest thyroid- 
ectomy for diabetic individuals but apparently 
such treatment has not been investigated. 

Adrenals. The adrenal glands arise from the 
mesodermal genital ridge in the embryo, and in 
the adult are found as a cap on either kidney. 
Because of their position they are sometimes 
called the suprarenal bodies. This gland is 
composed of two portions histologically. A 
medullary portion which contains chromaffin 
cells, and which Balfour suggests may arise from 
the neural crests similar to the origination of 
the sympathetic ganglia. Because of such an 
origin Elliott’? says innervation of the adrenals 


In this connection a remark- 
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should be of a preganglionic nature. This would 
be in contrast to innervation of other endocrine 
organs which is of postganglionic type. 

The outer portion, or cortex of the adrenals 
is composed of a cord-like arrangement of nearly 
cuboidal epithelial cells. Schafer* suggests that 
this portion of the gland may produce lipoids 
and be especially related to the development of 
the myelin sheaths of nerve fibres. Neuman 
claims the adrenals have the most abundant 
blood supply of any part of the body, the influx 
being 6-7 ce per gram per minute. 

Removal of the adrenals causes death within 
two or three days, death in this case is preceded 
by lowering of blood pressure, pulse, temperature 
and respiration ; convulsions occur also. 


Pathological changes usually cause hypofunc- 
tion’ of the gland and produce the disease known 
One of the characteristic 
symptoms of this disease is the yellow or bronze 


as Addison’s disease. 


The discoloration of the skin 
usually occurs in irregular areas. Addison’s dis- 
ease terminates fatally after a brief course. 
Treatment by administration of the gland or its 
extract have no effect on the course of the 
disease. 

Cannon® has studied activities of the adrenal 
in considerable detail. Previous to this Dryer 
had demonstrated that stimulation of the 
splanchnic nerve caused an increase in the pro- 
duction of adrenin. 

Cannon’s experiments on animals showed a 
stimulation of adrenin production in fear, pain, 
rage and emotional excitement in general. A 
biological method was used to determine the 
adrenin present. The apparatus consisted of a 
strip of intestinal muscle suspended in the blood 
under test. This apparatus detects the presence 
of adrenin one to 200 million parts. Movements 
of the muscle were recorded automatically upon 
a revolving drum. Normal blood permitted the 
muscle to go through a regular rhythmic series of 
contractions, but blood having a higher per- 
centage of adrenin inhibited the contractions of 
the muscle, and with some samples of blood the 
movement of the muscle was entirely stopped. 
Increase of adrenin in the blood is always as- 
sociated with an increase of sugar in the blood 
stream. 

Under ordinary conditions the blood contains 


color of the skin. 
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0.06 to 0.1 per cent. of sugar, but if the sugar 
content raises to 0.2 or 0.3 per cent. the kidneys 
excrete a part and glycosuria results. 

Several cases which show in the human, that 
emotional excitement increases secretion of 
adrenin, have been observed. In one group of 
nine students, normally sugar free, four had 
glycosuria after a hard examination; in an easy 
examination only one of this group of students 
had glycosuria. An account is given of a Ger- 
man officer in the recent war who by his par- 
ticipation in a stressful action received both the 
iron cross and diabetes. Other instances are 
given which attribute the cause of diabetes to 
emotional excitement. In these cases the gly- 
cosuria is due to the increase of circulating 
adrenin. 

Besides liberating sugar into the blood and 
relaxing musclature of the alimentary tract, 
adrenin drives the blood from abdominal viscera 
to the heart, lungs, central nervous system, 
skeletal muscles, and skin. Animals in which 
the adrenals have been removed do not exhibit 
the characteristic emotional reactions, i.e. 
glycosuria, flushing of skin and erection of hairs. 
Langley says, as a rule adrenin acts the same as 
a stimulation of the sympathetic nervous system. 
Elliott confirms Cannon’s statement: “It is pos- 
sible that disturbances in the realm of the 
sympathetic, although initiated by nervous 
discharges, are automatically augmented by 
adrenin.” 
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3 to 5 minutes. Muscle fatigue is similarly re- 
moved much quicker by the use of adrenin. 
Conclusions. The more we investigate the 
relations of the activities of the endocrines and 
the activities of the sympathetic nervous system, 
the deeper we seem to sink into an intangible 
maze. How are we to interpret and integrate 
these relations? Many of our most definite facts 
have developed simply from a theoretical deduc- 
tion, and held as such until proof was supplied. 
Many theories have fallen by presentation of 
conclusive evidence of disproval, but other 
theories have held true. Then, to proceed we 
must ask questions and formulate plausible 
answers to them. We may ask why is the human 
body complicated by the presence of the endocrine 
organs since, in general, they serve only to take 
up a part of the duties of the sympathetic nervous 
system? Why not transfer all the work upon the 
nervous system and do away with these numerous 
and delicate helpers which so frequently cause 
trouble through pathological or abnormal con- 
ditions? One plausible reply to these and other 
related questions may be in the following. 
Nervous energy represents the highest develop- 
ment of bodily activities and is probably produced 
at greater expense than any other of the body 
energies. Therefore it is quite probable that the 
endocrine glands are added to serve the function 
of conserving nervous energy. It has been demon- 
strated, in the case of at least one of these glands, 
that its greatest action is in times of greatest 
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The tracing illustrated here shows the typical 
effects of adrenin upon an isolated section of 
intestine which is rhythmically beating in normal 
blood or Ringer’s solution. 

Investigation of nerve fatigue has revealed 
that in cases of fatigued nerves the threshold of 
stimulation raises as much as 600 per cent. Rest 
restores the normal threshold in 15 minutes to 2 
hours; but by administering small doses of 
adrenin the normal threshold may be restored in 


nervous excitation, and that the function it 
serves is in part similar to that of the nervous 
impulses. For example, with the increased out- 
put of adrenin in fear, pain and rage there is 
the liberation of sugar into the blood stream, the 
transfer of much of the blood into the central 
nervous system, heart, lungs and skeletal mus- 
clature in preparation for physical and mental 
exertion, such as the body may well expect to 
follow these emotions. All of these activities 
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could have been produced by simple nervous 
stimulation, but in cases where such activities 
are prolonged it is apparent that the demands on 
the nervous system would be excessive, and 
fatigue would result very early. This probably 
presents an insight to the primary and chief 
relation in question, although there is no doubt 
that other important relations exist. 
1622 West Adams St. 
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FOCI IN THE ORAL CAVITY 


Hersert A. Ports, M. D. 
CHICAGO 


Mr. Chairman: I will talk for a few minutes 
about chronic foci in the oral cavity and define 


their management. I think we may best consider 
the two principal crowning defects that are found 
within the oral cavity, as the oral cavity is sub- 
ject to more pathological conditions than any 
other region of the body: Consequently, we will 
consider pyorrhea alveolaris and the so-called 


chronic abscess or the infected granuloma. 
Pyorrhea, I think, is an unfortunate name. Dr. 
Riggs many years ago described the clinical 
course of the disease and it was called Riggs’ 
disease for a long time. Pyorrhea alveolaris 
means pus from the alveolus and it is a mistake 
to name any disease in such a manner. It seems 
that the name given to it by Dr. G. V. Black 
more nearly expresses the disease; that is, 
phagedenic pericementitis, or a process which 
destroys the tissue that holds the tooth in the 
socket. There are many other conditions which 
cause pus around the teeth and these I think 
should be differentiated. Irritation of any kind 
in a field which is constantly bathed in bacteria 
will produce pus around the teeth and is a mixed 
infection. The etiology of pyorrhea is, I think, 
practically unknown. There is probably no 
distinct organism that is productive of this con- 
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dition ; at least, it has not yet been isolated. It 
is a chronic affair. The amebic theory described 
by Bass and Johns has not been substantiated. 

What systemic diseases may arise from this 
infection? We must consider that the produc- 
tion of other pathological conditions in the body 
from pyorrhea occur in two days; the one a 
simple toxemia; the other by emboli being more 
serious. In all probability most of the organ- 
isms which are swallowed are destroyed, but we 
know that tuberculosis can be produced by 
tubercle bacilli in milk and why cannot the same 
process occur from swallowing this pus and 
bacteria ? 

The Pathology. It is a chronic condition sub- 
ject to exacerbations. There is a destructive 
inflammation of the peridental membrane. We 
might say that the tooth is swung in the socket 
by a system of guy ropes. All of you who have 
been camping know what happens when the guy 
ropes on one side pull away. That is what hap- 
pens to the tooth when the fibers on one side 
are destroyed which accounts for the torsion, 
rotation or elongation, of teeth affected by 
pyorrhea. There may be pockets extending along 
the root—meaning that the continuity of the 
peridental membrane is destroyed. A _ fine, 
slightly flattened instrument may be passed right 
into that pocket, following the peridental mem- 
brane down in the socket, and I would suggest 
to our medical friends that before making a 
diagnosis of pyorrhea that they get such an in- 
strument, take a small lachrymal dilator, flatten 
it on the tip a little and you have an exploring 
instrument that you can use. The patient may 
have a salivary calculus inflammation. We see a 
serumal calculus in combination with the sal- 
ivary calculus because the gum border is free and 
in looking at that line you can see the dark line 
similar to the lead line of plumbism until you 
take your instrument and scrape away the cal- 
culus. This calculus is composed of crystals 
which irritate. The tooth is in constant motion 
and in the presence of bacteria this gum is in- 
fected. As the disease progresses we have not only 
the destruction of the peridental membrane but 
the destruction and absorption of bone,—the real 
rarefaction of bone, and that reminds me that 
it is a mistake to call the radiolucent areas seen 
in skiagraphs rarefactions, because they are not 
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rarefactions; the tissue is gone, the rays go 
through. It does not show infection at all. You 
are the one to determine whether infection has 
produced that area by destroying the tissue and 
allowing the rays to go through. The jaw bone 
will be destroyed and melt away and we will have 
a recession of the gum as well as atrophy of the 
gum as the disease progresses. This space about 
the tooth is filled with granulation tissue. Many 
times one can take out a tooth that is wabbling 
around and when you take the tooth out there 
is no socket there because this granulation tissue 
is released and immediately fills up the socket. 
This contains bacteria, pus cells and plasma cells 
and is an infected area. The socket of that tooth 
is a bony socket, and it is resistant. There is 
the cone shape, too, that we will see. The tooth, 
every time one bites upon it, is forced up into 
the socket, just like the piston of a syringe and 
something is going to happen when you press up 
on the piston of a syringe. Not only toxines but 
bacteria are going to be forced out into the 
lymphatic spaces and must certainly get into the 
blood stream. 


Now the influence upon the general economy. 
People do die from toxemia; people have died of 


bed sores. We cannot get away from the idea 
of toxines and the piston action; every time a 
person closes his teeth on a piece of beefsteak 
he must necessarily force bacteria from the socket. 
Most of them are taken care of, of course, de- 
stroyed by the lymph nodes and phagocytes. 
Some of these emboli lodge in certain areas and 
set up new foci of infection, your primary 
focus simply being an area of supply, and that 
is why we have made mistakes in promising a 
patient that he will get well after he has had 
the depot of supply removed he is only protected 
against reinfection, provided he is not simply 
suffering from the toxin and I think the toxin 
produced by some of this focal infection can well 
be classed as a pathological entity. Loss of 
weight, malaise, loss of appetite, lack of “pep,” 
the patient tired out most of the time—we see 
this patient “pep” up immediately after removing 
a focus of infection when it is impossible to lay 
your hand on a secondary focus. We have the 
foul breath, the decayed food, the swallowing of 
pus, the absorption of toxines, from the ulcerated 
surface of the pockets. We have in the pocket 
of a well advanced case of pyorrhea about one 


HERBERT A. POTTS 543 


tooth certainly about three-fourths of a square 
inch covered with granulation tissue. One would 
not tolerate twenty-five or thirty such ulcers on 
the surface of the body,—the physician or the 
patient either. Take a suppurating area of six- 
teen square inches upon the surface of the 
patient—if they were allowed to continue in 
that way the physicians and the nurses would be 
crazy treating the old chronic ulcers. You know 
how you all go on about varicose ulcers, what a 
nuisance it is to care for them. It is the same 
thing in the mouth instead of in the skin. 

Now the Treatment. Personally, I think the 
number of cases of well advanced pyorrhea that 
can be cured without extraction of the teeth is 
in the vast minority. I will not include in that 
the case of gingivitis of various sorts in which 
for some reason or another a proper or true 
diagnosis is not made; that is, they are not cases 
of suppurative pericementitis, but I would not 
extract all the teeth that have pyorrhea. I do 
not think the subject is clear enough in our 
minds that we can point our fingers and say it is 
absolutely dangerous to leave these teeth in the 
mouth. The wind is blowing in that direction 
but I think we can be too radical. It seems best 
to take out the worst teeth. Those in which by 
cutting away the gum tissue and thoroughly 
polishing and scouring away the serumnal de- 
posits may be retained. There is a deposit on 
all these teeth and as the disease begins at the 
gingival attachment it is going to continue irri- 
tating in that place, we do not know the cause 
but the conditions are present for a reinfection. 
The condition of the patient should be our guide, 
as to the degree of radicalism with which these 
cases should be treated. The physician should 
be the one to decide whether that patient should 
or should not be allowed to harbor within his 
organism any possible infection of any kind. If 
he cannot, then I should say get rid of all. If 
he is a robust individual who has never had 
kidney insufficiency, is not subject to rheumatism, 
or suffering from an endocarditis or an iritis, 
which are dangerous things (that patient’s heart 
valves or eye being worth more than all of his 
teeth as he can live for a long time without any 
teeth but will have a hard time if he loses even 
one, or both, eyes,) we may be justified in being 
a little more conservative. 
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The infective granulomata are chronic in- 
fections, probably hematogenous, which occur at 
the apices of teeth which have lost their pulps 
viz.: the teeth which have imperfectly sealed 
apical foraminae, and the man does not live who 
can fill all the foraminae. The infection of the 
apical areas and the development of chronic in- 
flammations serve as depots of supply. The onset 
and course, like pyorrhea, is practically painless, 
the tooth growls a little once in a while, what 
the older practitioners called “rheumatic teeth.” 
A little counter irritation and it was ell right in 
a few days, but I think you can elicit a little pain 
in most of the cases which are infected by a little 
constant pressure over the apex of that tooth. 

The Pathology. Imperfectly filled roots are 
present in probably 75 to 90 per cent., but in 
these cases of infective granuloma, or these 


chronic abscesses, the percentage is down around: 


10 per cent. occurring at the apices of teeth whose 


apical foraminae are sealed and the roots filled. 


There is the rub. It seems to me the best way 
to avoid this is to avoid the infection. The 
patient must be educated to seek the dentist be- 
fore it seems really necessary to seek him, for 
if the dentist finds the cavity before the patient 
finds it it will not be so large. We have in these 
cases an absorption of bone around the apex and 
the filling of these spaces with granulation tissue 
which is filled with streptococci, and the same 
piston acts every time the patient bites, only in 
a better way. The barrel is closed and there is 
no exit; these bacteria are forced out and be- 
come emboli, which may be destroyed or remain 
vital and lodge most anywhere. There is no 
pus, or practically none, unless by secondary 
infection with the pus-producing organisms. It 
is a progressive process and the treatment, I 
think, is the removal of the teeth and curettage 
of the socket or the resection of the root, curet- 
ting the granulomata away. I have resected u 
smaller number of teeth, I think about half a 
dozen, in the last year, because if by the resection 
we do remove all of the streptococcus infection 
the conditions for reinfection are still there. 
No one place has been demonstrated as being 
the principal source of these infections; there- 
fore, the resection of teeth, I think, is to be 
practiced only in selected and special cases. Why 
all this controversy? Everyone believes an in- 
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fected appendix should come out; every case of 
pyorrhea is a running sore. There are several 
reasons ; first, because the patient dislikes to lose 
his teeth. Second, because of lack of pain the 
patient is no more alarmed than by tuberculosis. 
We know that tuberculosis carries away many 
people who if they feared tuberculosis would be 
spared to long lives of usefulness. 

Then the practitioner of dentistry—for years 
we have been bending all our efforts to the con- 
servation of teeth and the restoration of teeth, 
and it is hard to get away from that; even though 
we see the results that have come from our efforts, 
it is hard to get away from the old practices. 
Common sense tells us to extract these teeth and 
get rid of infection, but this is to be determined 
by the physician. Each case is a problem all to 
itself, and if the general health of the individual 
will permit the retention in the body of a small 
amount of infection, then I am in favor of letting 
that patient keep his teeth, especially the ones 
which are more useful and the most important 
because there is such a thing as a practically 
useless tooth and a very important one, depend- 
ing upon the social position of the patient, his 
means of livelihood and many things. So if the 
physician decides that the patient can afford to 
carry about a small amount of infection, let him 
do that and observe him every once in a while. 
In this way he can check up and if he remains 
well he can go on for another year, but do not 
dismiss him entirely because the condition may 
become serious at any time. 

Dr. Eucene S. Tavsor (by invitation): Mr. Chair- 
man, Ladies and Gentlemen: Dr. Potts has given us a 
very clear resumé of the conditions of the mouth and 
there are very few points on which I disagree with 
him. As he said in the start, perhaps there is no part 
of the body that is so susceptible to infection as the 
mouth, and there are so many diseases and so many 
conditions connected with the mouth that, as the first 
gentleman said in regard to the skin, the eiology cuts 
quite a figure. I commenced by researches on pyorrhea 
in 1878 and I have been doing research work ever 
since, up to the present time, and my researches have 
been done upon cases of Bright’s disease, diabetes, 
rheumatism, acute vesicular diseases, asthma, anemia, 
drug and metal poisoning, auto-intoxication, indiges- 
tion, an animals, on horses, cows, monkeys, dogs and 
guinea pigs, so you see my researches have been ex- 
tended over a very wide area. 

Before we speak of what is called pyorrhea it is 


necessary that we should understand something about 
the tissues that are involved, just as upon the skin 
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and other portions of the body. There are no tissues 
in the body that are like the alveolar process and the 
surrounding structures. In the first place, the alveolar 
process is a constructive process. When the child is 
born there is no alveolar process; it does not begin to 
develop until the teeth develop, but when they develop 
then the alveolar tissue builds itself up around them 
and holds them in place until the second set begin to 
come in. The first teeth drop out and the alveolar 
process absorbs away. When the second set of teeth 
develop it builds itself up around them and remains 
until the second set is lost and then the alveolar 
process is absorbed, showing that it is only present 
while the teeth are present. When they are removed 
it absorbs away. 

When it first develops itself around the second set 
of teeth the alveolar process is simply waiting for some 
irritation to produce absorption. Again, the alveolar 
process is an end organ. This white space here and 
the red space along side of the peridental membrane 
(illustrating on blackboard) is the membrane and this 
(indicating) is the alveolar process and here (indicat- 
ing) we have arteries, nerves and veins which come up 
to the alveolar process as far as the root of the tooth 
and stop. They are called “end structures.” There- 
fore, the tooth might just as well be a nail or a stick 
of wood because there is no nourishment entering the 
tooth at the side. The only nourishment which the 
tooth obtains from the artery and the nerve and the 
vein flows up through the end of the root of the tooth, 
enlarges and multiplies and becomes what we call the 
dental pulp. There are three points we must bear in 
mind when studying this disease: First, the alveolar 
process, a transitory process structure; second, that it 
is an end organ; third, that the tooth is a foreign 
structure. If a man lives long enough, say one hun- 
dred or one hundred and fifty years, his teeth will 
drop out of their own accord. If a person is appar- 
ently healthy and well the alveolar process will absorb 
away from malnutrition and autointoxication. At my 
age, seventy-three, I can force a wooden toothpick 
through between the teeth. I have never had any 
trouble, no pyorrhea, but naturally as one grows older 
the alveolar process absorbs away, due to intoxication 
from toxic substances operating in the body. The same 
is true of dogs and all animals. We take the cow as 
an illustration, raised and brought up in the city of 
Evanston, we will say, and fed on a monotonous diet 
such as brewers’ grains, as the cows used to be a 
short time ago. A disease takes place from malnutri- 
tion as the result of this monotonous diet, the alveolar 
process absorbs away and the teeth drop out. The 
same is true with the alveolar process in all animals 
as well as humans. Here I differ from Doctor Potts 
that it is the peridental membrane that is first in- 
volved, it is the alveolar process which is first involved. 
My microscope has shown this repeatedly. Take a 
tooth the alveolar process of which has partly 
absorbed away; if you try to extract it is is just as 
firm and there is just as much peridental membrane 
as if the alveolar process was present. In animals— 
take the dog as an illustration, which is the best ani- 
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mal to study this disease, because all dogs have it. It 
is present in 25 per cent. of dogs over four years of 
age, in 50 per cent. at eight years and all dogs at 
twelve years of age have this disease. A dog at four 
years is equal to a man at twenty-five or thirty-five, at 
eight years it is equal to a man from fifty to sixty, and 
at twelve it is equal to a man aged eighty to ninety 
years. Now house dogs that have a monotony of diet 
and live an unnatural life, have this disease just as 
frequently as the human and all humans have this 
disease, I have called this disease “interstitial gingi- 
Vitis,” because it is a deep-seated disease and tells us 
just what is taking place in the alveolar process. 
Every child over twelve has interstitial gingivitis, but 
they do not have pyorrhea. We will get to that point 
in a few minutes. Take the horse, for instance. In 
the summer it is allowed to go into the pasture and 
eat the grass; in the fall he is brought into the stable 
and does not use his teeth any more. He takes the 
hay with his lips and passes it back into his mouth 
and consequently there is an itching sensation around 
the front teeth due to disuse. He catches hold of the 
stail and bites the wood. It is called cribbing. This 
occurs for a week or two and is due to the itching and 
irritation of the blood which has been coming in the 
parts and absorption is going on in the bone. The 
same thing is true in regard to climate. Thirty years 
ago when they built the railway in Switzerland it was 
found that the men who worked up in the high alti- 
tudes suffered with gingivitis and their teeth loosened 
znd dropped out. I visited that country three differ- 
ent times and examined those men and found that 
they had interstitial gingivitis. There was an inflam- 
mation going on with absorption. They developed this 
as the result of the high altitude. Again, I examined 
the soldiers as they came back from the Philippines 
up at Fort Sheridan for discharge. They had this 
disease, the teeth loosened and dropped out. The 
same thing was true of the soldiers in Cuba. The 
same thing was true with many of the English sol- 
diers; in the Boer War they had the same disease that 
we call scurvy. Thousands of women and children 
were congregated in concentration camps, scurvy devel- 
oped and the teeth became loose. 

Perhaps in the last year or two there has been more 
research work in regard to faulty metabolism than 
ever before. At the last meeting of the American 
Medical Association in New Orleans a paper was read 
by a doctor from Washington, who had experimented 
on ten criminals in Mississippi. He fed those criminals 
on cereals for six months—I am giving this to you 
from memory but the paper will be published in 
the Journal A. M. A.—and he produced what he 
called pellagra, and in the discussion it was brought 
out that at the time of the war in Italy, where this dis- 
ease is very prominent, those soldiers did not have 
pellagra to any extent, the reason being that they were 
living on Government rations and had better food and 
consequently did not suffer from the disease. The 
same thing was true in Syria and in Egypt. If you 
take a dog, or a guinea pig, or a rat, and feed that 
animal on a carbohydrate diet, in a very short time 
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the hair on those animals will become coarse, the skin 
will become irritated and the alveolar process will 
absorb away. These experiments have been done 
within the last year or two with these results, so we 
have an absorption of the alveolar process first from 
irritation, then an inflammatory process is set up, and 
then we have an infection, nothing more nor less than 
a pyorrhea. We find that about 90 per cent. of our 
patients have gingivitis and only about 10 per cent 
have pyorrhea. The pyorrhea, of course, is the result 
of an infection-from the germs in the mouth. 

The time is so limited I will not take up the treat- 
ment, because Dr. Potts has described that very nicely. 
I will go on to the abscess formation and show a little 
different formation. Dr. Potts went into it but not 
quite thoroughly enough. 

For the last ten years I have been working on dogs, 
doing about all the operations we do on patients. This 
has been done at Rush and at the County Hospital. I 
drill holes through the sides of the teeth and inject 
arsenic. I drill holes in the sides of the teeth and also 
down through the pulp chamber, coming out at the 
end of the root. I treat these teeth, removing the 
pulps, first using the arsenic for destroying the pulps. 
In the human we leave the arsenic in for about two 
days and then take out the pulp. In the dogs I use a 
little larger amount than in the human and allow it to 
remain in for a week or two. Arsenic is passed 
through the end of the tooth into the alveolar process. 
I also use carbolic acid, remove the pulp and then with 
a probe, winding cotton around it and dipping it into 
carbolic acid, and pump this through. Then I took 
creosote, oil of wintergreen, and all the essential drugs 
we use. I also use air without drugs through the root 
and into the alveolar process. In every case, no mat- 
ter whether arsenic was used water or air, there was 
always an absorption of the bone of the alveolar 
process. In some of the cases they became infected. 
It was impossible in using fifty or sixty dogs not to 
infect some of the tissues. This is the alveolar process 
(illustrating on blackboard) extending up here and in 
forcing air down the root of the tooth it would pro- 
duce absorption in some of them of the entire alveolar 
process, which is more noticeable through the end of 
the roots. When the air was pumped in through the 
end of the root it would produce the absorption clear 
up to the end of the process. So there is no question 
but that the alveolar process is the first to be destroyed 
in this disease. In pumping the air the tissues became 
infected and the result was that abscesses formed 
between the roots at the ends of the teeth. The process 
would absorb away the fibrous tissue still remaining 
and the abscess would form around the roots. 

Dr. Potts spoke of the alveolar abscess at the root 
of the tooth. There is quite a difference in these 
abscesses. The abscess that forms on the end of the 
tooth is developed by heat, pain and swelling, which 
lasts about forty-eight hours. Then it distributes it- 
self and remains a fistulous opening and this pus, of 
course, is swallowed and taken into the system. That 
abscess is a simple affair and we know how to treat it. 
We can take that tooth out, which is the right thing 
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tc do. The other abscess, however, which forms out- 
side the peridental membrane we know nothing about. 
We do not feel it or know it is there and it is the 
worst condition we have to deal with. That is called 
a peridental blind, or cold, abscess, and it forms in 
the alveolar process between the roots of the teeth and, 
as Rosenow has shown, is taken up in the veins or 
capillaries and extends all over the body. Here is one 
of the most interesting things in regard to this mat- 
ter of the pus germs circulating in the blood. Some 
fifteen or twenty years ago I did some research work 
on the pulp itself and this is published in the Journal 
A, M. A, It is singular that in each tooth there is 
only one nerve, one artery and one vein and they are 
very small, but as they enter the tooth they multiply 
and form the dental pulp. In some of these teeth that 
were removed I found as many as three or four 
abscesses in the pulp of the tooth. ~ At that time I did 
not know why they formed there, but it is easy to 
understand that when pyorrhea takes place the blood 
vessels in the pulp are affected by these germs. In one 
tooth there were three, one just forming, one fully 
developed and the third an abscess healed. 

I do not see at the present time any way of treating 
these teeth except to remove them. In 1880 the first 
gold crown was invented and since then we have tried 
to save every tooth. With the gold crown we were 
able to attach bridges and crowns and do all sorts of 
things, even if the teeth were loose, and now we are 
reaping the folly of it. Almost every-person over the 
age of thirty-five has eight or ten dead teeth in his 
mouth and a dead tooth is no different from a dead 
kidney, eye, or toe. It is a source of infection and 
should be extracted. I do not see any other way out 
of it. 


Dr. Witt Water: One thing always occurs to me 


in these apical abscesses. I do not know how con- 
sistent it is with the dental view, but I am always im- 
pressed with that that bacteriemias are more common 
than we realize. I believe we get bacteriemia that is 
transitory very often and it has occurred to me that 
these apical abscesses may be the result of this blood 
passage. In some cases the bacteria are recovered and 
in some they are not. In these cases of infection 
which do not clear up readily we must appreciate 
that there is a humoral immunity and a tissue immu- 
nity and that in cases unduly prolonged the humoral 
immunity has not developed. It seems to me the bac- 
teriemia would account in many cases for apical 
abscesses such as have been mentionad. 

Dr. Hersert Potts (closing): I think I have 
nothing further to add, except to say in so many 
words that Dr. Talbot and I have the same idea and 
beliefs. He goes a little further back and has given 
us in his work the result of his lifelong effort, which 
we all appreciate very much. 

As Dr. Walter has just mentioned, there is no doubt 
but that we do have periods of bacteriemia and from 
a prophylactic standpoint, just as I mentioned, the 
pulps of the teeth must be conserved because we do 
not have this arrest of bacteria at the apices of teeth 
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which have live pulps. As Murphy said long ago, the 
loss of local resistance establishes foci, especially for 
tuberculosis in the knee and explains somewhat the 
action of the bacteria at the tooth apex but that is not 
as yet entirely satisfactory. ‘The teeth with apical 
abscesses are vulnerable points; consequently, it is 
best to avoid those points. 

Dr. Witt Watter: That coincides with the point 
given by Irons in the first paper, viz., that there is a 
lowered resistance, lower phagocystosis around the 
joints in arthritis; and this vascular condition of the 
ends of the teeth is exactly like that of the joints and 
carries out the theory we have expressed. 

I think we should realize that the discussion of this 
focal infection is not altogether a new thing. It is a 
new name but medicine has always been looking for a 
cure for chronic sinus disease and chronic mastoid, 
only now we are doing it for a very definite purpose, 


viz., to stop the process of disease in other parts of 
the body. 





EARACHE IN ITS CLINICAL SIGNIFI- 
CANCE.* 


M. F. Arsuckte, M. D., 
ST. LOUIS, MO. 

Earache or pain in the ear usually is the 
result of inflammation. The process may stop 
on having caused only the inconvenience attend- 
ant upon severe pain of short duration; or the 


condition in its further development may, and 


often does, lead to serious consequences. Sev- 
eral factors are in this instance to be considered, 
for example, the cause, the age and general con- 
dition of the patient, and the treatment admin- 
istered. For the above mentioned reasons, one 
suffering with earache should invariably be seen 
at least once by a physician, who should examine 
the ear with a head mirror and ear speculum to 
determine the cause, for upon the diagnosis de- 
pends his recommendation as to treatment. Un- 
fortunately, many of the laity have the feeling 
that earache is not of sufficient importance to 
call in a doctor, unless the suffering is so intense 
and prolonged that they are unable to control it 
by one of the many home remedies; very often a 
comparatively simple case thus treated becomes 
complicated and a physician is then called in. 
Had he been called as soon as the complaint 
was known to exist, in all probability the disease 
could have been arrested in its incipiency. 

The causes for earache in the order of their 
occurrence are: 


*Read at the 46th annual meeting of the Southern Illinois 
Medical Association, held at Carbondale, Ill, Nov. 4-5, 1920. 
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Acute catarrhal otitis media. 
Acute purulent otitis media. 
Furunculosis of the canal. 


Impacted cerumen with pus or not. 

Foreign bodies introduced from 
without such as: beads, insects, 
etc. 

Chemicals, etc. 


Foreign body: 


Chronic purulent otitis media. 

Nasal douches. 

Otalgia reflexa, or pain referred from diseased 
tooth roots, accessory sinuses, and irritation in the 
fauces or along the esophagus. 

Traumatism. 

Constitutional disease. 

As we all know, the cause of acute inflamma- 
tion is infection, and its course depends upon 
the virulence and kind of organism causing the 
infection, the resistance offered by the patient, 
and the local conditions which obtain; thus, for 
example, the streptococcus or the pueumococcus 
usually is more feared than is the staphylococcus, 
and certain types of these are more virulent than 
others. The staphylococcus may be the cause of 
an inflammatory process which will cause sup- 
puration and extension into the bone more or 
less slowly; while the pneumococcus may pene- 
trate directly the internal wall and set up a 
fatal meningitis, without having first spread to 
any great extent, externally. Of course any or- 
ganism may do any of these things. A strong 
robust person is more able to resist infection than 
is, for example, an anemic child, whose supply 
of oxygen is reduced by an obstructed nose, 
which condition in itself renders the process of 
breathing one which requires the expenditure of 
a certain amount of effort with each inspiration, 
and whose anemia reduces the oxygen-carrying 
properties of the blood proportionately. 

Bacteria require for growth suitable media, 
warmth, moisture, etc.; these are to be found in 
the region under discussion. The great ma- 
jority of the infectious processes of the middle 
ear have their source in the naso-pharynx or 
nose, thus frequently is to be elicited the history 
of an acute or chronic inflammatory condition in 
this region, which often is accompanied by veg- 
etations in the naso-pharynx or polypoid degen- 
eration in the accessory sinuses. 

Furunculosis or otitis circumspecta may ac- 
company a similar condition elsewhere in the 
body, but frequently a history of the insertion 
of a hairpin or other rough object into the ear 
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will be obtained, which probably has made a 
slight abrasion, thus affording a point of entrance 
for infection. Impacted cerumen with an ac- 
cumulation of debris may become very foul at 
times, especially if suppuration of the middle 
ear also is present. Foreign bodies, by injuring 
the surface or causing obstruction which is fol- 
lowed by putrefaction, may set up great pain. 
Irritating chemicals may cause pain at once, or 
injure the exposed tissue so that inflammation 
and pain follow. In chronic suppurative otitis 
media where serious bone involvement is not 
present, pain usually is not a prominent symp- 
tom so long as drainage is free. The improper 
use of nasal douches, which is growing in popu- 
larity, is to be condemned as a prolific source of 
ear infection. 

Otalgia dependent upon foci about the tooth 
roots is sometimes severe and resists all treat- 
ment until the cause is located and remedied. 
The same treatment is true with regard to pain 
caused by disease of the accessory sinuses. Irri- 
tation in the region of the faucial ring and tonsil 
and along the esophagus, as for example after 
operative procedures, in malignant growths, and 
from foreign bodies in the esophagus, sometimes 
causes severe pain in the ear. The treatment 
of earache is directed towards relief from the 
pain and the arrest or removal of the cause. In 
acute suppurative otitis media with redness of 
the drum and more or less obliteration of the 
landmarks, the treatment consists of the con- 
stant local application of germicidal drugs which 
check bacterial growth and have an anesthetic 
effect without injuring the tissues. Combinations 
of phenol and glycerine applied locally have 
proven very satisfactory for this purpose. Rest 
from exertion, light diet, and a laxative are in- 
dicated. 

Analgesics, or even narcotics, may be required 
in addition to the above remedies. In acute sup- 
purative otitis media with signs of pressure, i. e., 
redness, bulging and more or less complete oblit- 
eration of the landmarks, the treatment depends 
upon the general surgical principle of free drain- 
age, in the presence of an abscess. Under no 
circumstances should an ear be allowed to rup- 
ture spontaneously; there are several good rea- 
sons why this is true, and none in favor of allow- 
ing it to rupture. The first reason is that it is 
dangerous to life; the next is that it is much 
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more likely to cause irreparable damage to the 
hearing, and another is that the period of con- 
valescence is prolonged. One of the chief objec- 
tions to opening the drum is the fear of pain at 
the time of incision, but this can be eliminated. 

One of the requirements for bursting of the 
drum by pus is pressure; in order to get up this 
pressure, it must be assumed that all available 
space within the tympanic cavity and that com- 
municating directly with it will have been occu- 
pied by pus, since liquid flows in the direction of 
least resistance. Thus the mastoid by way of 
the aditus-ad-antrum is invaded and the in- 
ternal wall also is exposed to pus under pressure. 
In children the Glaserian fissure, sometimes, is 
not entirely closed, thus affording a direct path- 
way to the meninges. When rupture does occur, 
the drum is likely to be torn in several directions, 
if the opening is large, thus leaving tags which 
slough and contract, and thereby render closure 
of the opening more difficult. Occasionally the 


spontaneous opening is small, and only a com- 


paratively small amount of pus escapes, and the 
tendency is for the opening to close up again, 
only to rupture and after a period of suffering 
to require drainage after all, and in the mean- 
time the pressure has been kept up to a greater 
or less degree. 

If, when the drum is known to be bulging, 
it is incised, relief from pain nearly always fol- 
lows quickly, and the constitutional symptoms, 
especially in children, subside soon afterwards. 
The danger to life is lessened, the period of con- 
valescence is much shortened, and by reason of 
the fact that the loss of tissue is minimized, the 
healing over of the perforation is more likely to 
occur, often leaving no trace of its existence, 
and thus usually insuring no loss of hearing. 

After a spontaneous rupture the suppuration 
is prone, in many instances, to become chronic, 
with the formation of adhesive processes, and 
more or less permanent loss of hearing, with the 
ever-present danger of a suppurative process 
which lights up anew with every acute coryza, 
and occasionally without apparent reason. Pain 
at the time of incision can be practically elim- 
inated by allowing the patient to inhale a few 
breaths of ethyl chloride which has been sprayed 
on a handkerchief or by the use of N,O, or by 
the local application in a narrow line of a mix- 
ture of equal parts of cocaine, menthol, phenol. 
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This mixture if applied generally to the drum 
has a tendency to cause sloughing, and for that 
reason, gas or ethyl chloride is preferred. Of 
course, the remedies mentioned in the treatment 
of catarrhal conditions are indicated here also. 

Furunculosis of the canal is best managed by 
the local application of the phenol and glycerine 
mixture, and incision when pointing, with local 
application of heat and the other general treat- 
ment as indicated above. This very painful con- 
dition persists for days or even longer. 

Foreign bodies of all sorts are usually most 
easily removed by syringing, but in the presence 
of a perforation of the drum, care must be exer- 
cised, lest by stimulation of the internal ear 
the patient becomes faint and falls over, and if 
force is used a dangerous extension may be 
caused. The removal of foreign bodies some- 
times is quite difficult and a general anesthetic 
occasionally is required. 

Traumatism, e. g., blows over the ear from the 
hand, concussion from loud noise, falls, the use 
of hairpins to scratch the ear, the movements 
of a live insect, all are potent causes for the in- 
jury to the ear which usually is accompanied by 
pain. In constitutional disease such as scarlet 
fever, measles, mumps, whooping cough, pneu- 
monia, typhoid, lagrippe, tonsilitis, tuberculosis, 
smallpox, syphilis, etc., earache often is seen, and 
not infrequently is the forerunner of serious 
complications. 

Briefly in conclusion, it is suggested as good 
practice that when a person complains of ear- 
ache it be looked upon as a serious matter, and 
we may assure the sufferer prompt relief from 
much distress if a thorough plan of treatment 
is carried out. 

4500 Olive Street. 





THE EAR AS THE SOURCE OF FOCAL 
INFECTION 
G. W. Boor, M. D. 
CHICAGO 
As I understand the subject assigned me the 
ear as affected by focal infections is not to be 
considered. This will at once rule out such con- 
ditions as acoustic neuritis, degeneration of the 
organ of Corti, degeneration of the spiral gang- 
lion, otosclerosis, syphilis of the ear, Meniere’s 
symptom complex, laryrinthitis from mumps and 
meningitis, and hemorrhage into the labyrinth 
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from pertussis, convulsions and other diseases. all 
of which may be the result of focal infections 
elsewhere. 

While various conditions such as glycosuria, 
convulsions and other nervous phenomena often 
occur in the course of acute infections of the ear 
and while there seems to be no good reason why 
rheumatism, arthritis and neuritis should not 
occur from chronic ear infections just as they 
do from chronic tonsillar infections, still the most 
serious results of infected ears are the conditions 
that are ordinarily considered pyemic and that 
result from septic phlebitis of the veins and 
sinuses in the vicinity of the ear. 

The usual condition is a septic thrombophle- 
bitis of the smaller venules that extends to the 
sigmoid sinus, jugular bulb or some other sinus. 
This is followed by septic thrombophlebitis of the 
sinus and then from time to time septic emboli 
are detached and lodge in other parts of the body 
giving rise to metastatic abscesses or arthritis as 
in a patient I saw with Dr. Dillihunt of Port- 
land, Ore. This boy of nine had measles followed 
by suppurative otitis media and this by bilateral 
arthritis of the hip and anchylosis of both hip 
joints in a vicious position necessitating plastic 


arthroplasty by Dr. Dillihunt to restore motion. 
In another patient upon whom I did a sinus 
operation with ligation of the jugular there was 


an arthritis in the joints of the toes. In still 
another I found the jugular vein full of pus, 
so instead of ligating the vein I slit it open, 
evacuated about three drams of pus and drained. 
The patient recovered after a large metastatic 
abscess over the left trochanter major was 
drained. 

According to Ballance most brain abscesses 
have a stalk connecting them with their primary 
focus of infection in the ear, but this has not 
been my experience and in none have I been 
able to trace a direct route of infection so that 
it seems to me to be proper to consider brain 
abscesses as a result of focal infection. 

I have recently compiled all the cases diag- 
nosed as brain abscess occurring in Cook County 
Hospital since 1910 and have added to these five 
of my own private cases making a total of 71 
cases in all. While no doubt several of these 
diagnoses were not correct most of them were. 
Many of these patients were not operated on for 








brain abscess but others were by general surgeons 
and by ear specialists. Of the whole lot but four 
survived and I had the good fortune to have 
been the operator in all four. 

One very interesting case I saw almost from 
the start. She was a Jewish girl of 15 who came 
to the hospital with an acute suppurative otitis 
media with the drum not ruptured. The resident 
did a paracentesis. A few days later she re- 
turned with an acute mastoiditis upon which I 
operated. A little later she developed symptoms 
of brain abscess and meningitis. I reopened the 
wound, removed the tegmen and explored the 
temporosphenoidal lobe. When the searcher had 
penetrated to a depth of 1 cm. upward (it should 
have gone 2 cm. before entering the lateral 
ventricle) there was a sudden gush of a greenish 
cerebrospinal fluid. This was examined at once 
and found to be full of streptococci. She evi- 
dently had an internal meningitis with distended 
ventricles which ruptured when but half the 
thickness of the cortex had been penetrated. The 
abscess was found a little farther back, was 
opened and drained. She did very well for two 
weeks, was free from headache, fever and so on 
but at the end of the two weeks she become 
drowsy, refused food and died without any re- 
currence of the symptoms of brain abscess or 
meningitis. Apparently she had an encephalitis. 
Post mortem examination was refused. 

In some of these cases multiple abscesses occur 
in the brain as in a case I saw in Vienna where 
one otitic brain abscess had been drained but at 
the post mortem another brain abscess as well as 
a lung abscess was found. 

Embolic pneumonia occurs at times from ear 
infections as in one of my patients whose lateral 
sinus wall had sloughed off. I was so certain he 
had a cerebellar involvement needing drainage 
that I incised the inner wall of the lateral sinus 
but found nothing. Following the operation he 
developed an embolic pneumonia, a facial paraly- 
sis, a cerebellar hernia and cerebrospinal fluid 
escaped for a week or more. He eventually re- 
covered from all these complications. 

Septic pleurisy and empyema at times result 
from infected ears. Bezold’s Sectionsbericht 


ueber 73 letale Faelle von Mittleohreiterung is 
a mine of information concerning the results of 
ear infections. In his cases he found post mortem : 


550 ILLINOIS MEDICAL JOURNAL 


Leptomeningitis. 

Embolic pneumonia. 

Pleurisy. 

Empyema. 

Facial paralysis. 

Purulent arthritis of the 
shoulder. 

Fibrinous gonitis. 

Pyemia. 

Abscess of the spleen. 

Purulent peritonitis. 

Lung abscess. 

Cerebellar abscess. 

Temporosphenoidal abscess. 

Pachymeningitis. 

Purulent 


hydrocephalus _in- 
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Ulcerative hepatitis. 

Renal abscess. 

Acute pulmonary edema. 
Pyopneumothorax. 

Phlegmon of the neck. 
Gangrenous pleurisy. 
Hematoma of the medulla. 
Jugular thrombosis. 
Thrombosis of the vena an- 


Thrombosis of the sigmoid 


sinus. 

Thrombosis of the transverse 
sinus. 

Thrombosis of the superior 
longitudinal sinus. 


ternus. Verrucous endocarditis at 
Panophthalmitis. the aortic valves. 
Endocarditis. Softening of the brain. 
Acute parenchymatous ne- 


phritis. 

In one of my cases upon whom I did a simple 
mastoid operation with exposure of the sigmoid 
sinus there was found postmortem: 


with no evidence of disease 
Abscesses in the spleen. in the sigmoid sinus or 
Abscesses in the mesentery, jugular vein. 


This list of complications does not by any 
means exhaust the list of conditions that may 
result from ear infections. 

25 E. Washington St. 

~ DISCUSSION 

Dr. Georce E. SHAMBAUGH wishes to emphasize the 
point brought out in Dr. Boot’s discussion, that the 
ordinary forms of systemic infection are scarcely ever 
met with in connection with suppurative otitis media. 
Of the many cases of chronic suppurative otitis media 
he has never recognized one where a rheumatic con- 
dition has developed from this focus. What we find 
in the nature of systemic infection is usually through 
an infection of the sigmoid sinuses. He recalls a case 
seen several years ago, where there was unquestionably 
a sinus thrombosis, which caused abscesses in several 
of the patient’s joints, where the patient refused opera- 
tion and eventually recovered. 

Dr. G. W. Boor (closing): One condition which | 
neglected to mention is an osteitis of the skull, or an 
infection of the veins of the skull with resulting 
osteitis and necrosis. This is not a very common con- 
dition, however. 


Suppurative choroiditis. 





A STUDY IN CONTRACT PRACTICE IN 
CHICAGO* 
Tuomas P. Fotey, M. D., 


Chairman Contract Practice Committee, Chicago Medical 
iety, 


CHICAGO 

In 1919 Dr. John V. Fowler, then president 
of the Chicago Medical Society, appointed a 
committee known as the Contract Practice Com- 
mittee. This committee had a representative 
from each of the fifteen component branches of 
the Chicago Medical Society. 

Early in the sessions of the committee a reso- 





*Read before Sangamon County Medical Society, Spring- 
field, Ill., March 14, 1921. 





ahem ok ea UrmhmktlC lO 


mw —_ ee 

















June, 1921 


THOMAS 


lution was adopted that any member being ab- 
sent from two consecutive meetings of the com- 
mittee, without valid reason, was automatically 
dropped from the committee. Operating under 
this rule the committee in about two months’ 
time became a compact working organization of 
five. 

The first work of the committee was to com- 
pile information regarding compensation for 
medical services as paid by the City of Chicago, 
the County of Cook, the State of Illinois, cor- 
porations for the care of employees, either for ac- 
cident or health. We also considered accident 
insurance companies carrying policies under the 
Workingmen’s Compensation Act, department 
stores, the packing industries, and, in fact, all 
branches of the commercial life comprised in the 
business of Chicago. 

On2 fact overshadowed everything in this 
study. It was the bald truth that physicians 
were woefully and outrageously underpaid. The 
reasons for that condition of affairs will be con- 
sidered later in this paper. 

Early after its organization rumor and story 
brought to the committee information as to the 
habit of many accident insurance companies, is- 
suing policies under the Workingmen’s Compen- 
sation Act, to authorize physicians to treat in- 
jured workmen, but when the case was com- 
pleted and a bill for the services rendered, the 
company would offer to pay from twenty to 
fifty per cent. less than the original charge. In 
most instances physicians meekly accepted what 
was offered without much protest. 

The committee felt that this was a field for 
constructive work. We inserted a notice in the 
Official Bulletin of the Cnicago Medical Society, 
stating that information of this character had 
come to us and asking for authentic cases. From 
the first the committee insisted that all com- 
plaints be written and contain facts and no at- 
tention was given to rumor, gossip or scandal. 

We immediately began to receive information, 
and taking the most striking cases, the commit- 
tee published the original charges of the phy- 
sician, with replies from the various insurance 
companies, showing their method of reducing 
decent fees. 

One of the first was a letter from an insurance 
company offering a physician three dollars for 
the care of a fractured rib in substitution for 


P. FOLFY 551 


his original charge of ten dollars. Publication 
of this letter with a note advising all members 
of the Chicago Medical Society to carry all their 
insurance with this company, but to reduce the 
premium thirty-three per cent. brought results. 
A Chicago representative of the insurance com- 
pany called upon the physician, stating that the 
letter he had received was all a mistake, sent out 
by a junior clerk in the absence of the manager; 
that his original charge was very fair; that in 
the future he would receive all of their work in 
his immediate neighborhood and would he 
kindly sign a statement repudiating the letter 
as published in the Official Bulletin. Naturally 
he would not. 

About the next lesson in pitiless publicity was 
devoted to the Yellow Cab Company, who had, 
through an employee, authorized a physician to 
render first aid to a passenger injured in an 
accident. When the physician sent his state- 
ment for services he received a letter stating the 
“case had been disposed of.” Publication of the 
plain facts in this case brought forth a bluffing 
letter from the legal department of the Yellow 
Cab Company in which they asked for publicity 
in the Bulletin. They got it. Their letter, with 
the reply of the Contract Practice Com- 
mittee, was published and shortly after this pub- 
licity the physician was paid for the first aid 
services rendered. 

The correspondence published interested an- 
other physician who had done work for the Yel- 
low Cab Company and who had sent them bills 
without result. He entered the controversy, 
sending in the facts of his case. His letter was 
then published and within a week he received a 
call from the representative of the company, who 
paid him for his services as charged. His bill 
was two years old at the time. 

After sufficient publicity had been given the 
idea of the committee that in dealing with one 
member any corporation had to remember that 
thirty-five hundred members were back of him, 
we published the idea of the committee as a 
standard: “Just and deecnt fees for efficient 
service.” 

With publicity complaints multiplied. \ The 
committee considered all complaints. Some of 
them were were not within reason and they were 
returned to the physicians. Every just claim 
received careful study. A policy of writing to 
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the physician stating that his complaint had been 
received and his charges were considered just 
was adopted. We suggested to the physician that 
he send a second bill for his services with a copy 
of the letter of the committee and advise us of 
results. In many instances the companies 
promptly settled. 

Some companies, however, ignored all com- 
munications. To handle these companies the 
committee went to the Council of the Chicago 
Medical Society and stated it was a matter of 
“carrying on” or stopping and recommended that 
to carry on the work the trustees of the Chicago 
Medical Society authorize the use of $500 by the 
committee for legal expense. This recommenda- 
tion was concurred in and with a fund behind 
them the committee started active legal work. 

Mr. Robert J. Folonie was engaged as the 
attorney for the committee. A list of witnesses 
was secured. These witnesses were volunteers 
from the rank and file of the society. Men en- 
gaged in general practice without specialti: 
Men who could testify that the charge in a cer- 
tain district was a decent, living charge. Men 
with “guts” to stand up under fire. 

With this organization four cases were sent to 
Mr. Folonie with instructions to sue. Suit was 
entered in all cases, but only two went to trial. 
One case was continued about five times, but 
finally went to trial and a verdict rendered for 
the physician for the full amount charged. A 
second went to trial and a verdict was again en- 
tered for the physician for the amount in full. 
In the other two cases settlements were made 
without trial, the physician receiving the full 
amount of his original charges. 

Up to the present time the cost of showing 
physicians what they can do when acting as an 
organized unit has been $350, or 10 cents for 
each member of the society. 

In addition to the suits mentioned, the com- 
mittee at the present time is carrying the ex- 
pense of a suit in the Appellate Court of the 
State of Illinois, where an insurance company 
has appealed from the decision of the Municipal 
Court of Chicago in the question of jurisdiction. 
This is a case of interest to every physician in 
the State because the insurance company is con- 
tending that the physician has no right to sue 
in these industrial cases; that the question of his 
fees is covered by the Act itself and his only 
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court of appeal is the Industrial Board. This 
point has already been decided by the Appellate 
Court of the State of Wisconsin stating the local 
court has jurisdiction and the physician has a 
right to sue for his services in the local court. 

The weapons used by the committee have been 
pitiless publicity, which none of the insurance 
companies like; an effort to have the medical 
profession act as a unit, and the most necessary 
weapon in any war, be it large or small—real 
money. 

We have shown the insurance companies that 
when they attempt to reduce the just fee of an 
individual physician they are dealing with thir- 
ty-five hundred physicians who will not have 
their rights belittled. We have shown that while 
the individual physician cannot afford to engage 
attorneys and fight legal delays, thirty-five hun- 
dred can easily afford it. We have shown them 
that while the individual cannot spend days in 
court, we can supply witnesses from a list of 
hundreds who will give a day each as long as 
necessary. 

All of the above is along the line of action. 
Why is the action necessary? What are the fac- 
tors causing the underpaying of the profession ? 

Reverting to the causes, they are as follows, 
viz: 1. The “so-called leaders,” who have “theirs” 
and care nothing for anyone else ; the “uplifters,” 
who have been boosted by the profession to the 
top notch and are now out only for the “good of 
humanity.” 2. The foolish, petty jealousies of 
the medical men themselves over little things in 
sentiment, forgetting the big thing in medical 
economics. 3. The fact that many of our med- 
ical men have had a a peculiar operation where 
a rubber hose has been substituted for their orig- 
inal backbone, which causes them to accept any 
“table of fees” anyone hands them. 4. The evo- 
lution of the so-called industrial surgeons, some 
of whom contend that the ordinary practitioner 
cannot suture a scalp or redress an injury. Most 
of the industrial surgeons work cheaply because 
they get the “volume.” 5. The entrance into 
the field of surgery of the individual or firm 
which underwrites the insurance companies’ risk. 
Accident insurance companies in figuring their 
expense on which to base a premium charge 
about twenty-five per cent. for medical expense. 
This risk is taken off their hands by underwrit- 
ing at times for about fifteen per cent. of the 
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premium. In other words, a factory employing 
say 100 men, on which the accident risk is $1,000 
per year, is underwritten for $150. Does any- 
one here imagine services can be given one hun- 
dred men under the Workingmen’s Compensa- 
tion Act for $150 a year? This is a gambler’s 
chance on nothing happening. If anything does 
happen we can certainly look for a skimping 
somewhere. 6. One of the most potent causes 
for underpaying is the professor who works at a 
reduced rate. 

Having considered the causes, what are the 
remedies suggested by the committee? The one 
remedy is organization—real organization. Not 
the occasional meeting to hear some wizard tell 
about acute collapse of the stomach, but getting 
a real tip from someone on how to charge enough 
and then collect it to keep your own stomachs 
from acute collapse. 

An organization based on sound business prin- 
ciples such as associations of commerce, because 
no matter how your hearts may feel your 
heads know you are in a business. Payment of 
sufficient yearly dues to your medical society to 
make it a real organization. For example, we 
have howled for two years about contract prac- 
tice, cheap medical fees, and then our own so- 
ciety expects its secretary to handle its business 
for $41.67 a month. 

Fifteen thousand regular practitioners in this 
state have less force and less to say on medical 
legislation than 400 osteopaths. Why? Because 
if you show the 15,000 they could get back $10 
each by spending $1, many of them would hesi- 
tate, while the 400 will spend $100 each to get 
the $10. 

The Workingmen’s Compensation Act pro- 
vides that the employer will furnish medical and 
surgical aid and hospital service to the injured 
employee. At the end of Article 8 it states “the 
employee may select his own physician, surgeon 
or hospital at his own expense.” Here you have 
the answer to industrial accidents. Help amend 
this Act so that the injured workman may secure 
the services of his family physician at the time 
of accident, the same as he would in time o’ 
sickness. Give the injured man a chance to 
secure a physician who has not a fifteen per cent. 
underwriting interest in him, but one who has 
his best interests at heart; one not only a phy- 
sician, but a tried and true friend. Such an 
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amendment will be proposed at this session. If 
the general practitioners of the State are awake 
to their interests, it will pass and become part 
of the law. By becoming the law it not only 
solves many problems for the medical profession, 
but gives the injured workmen of the state real 
medical service. 

Above everything as medical men let us learn 
to protect ourselves by unity of purpose; unity 
of thought, and unity of action. Study the les- 
sons of practical politics. Let us have less in 
our own ranks and more outside where a united 
profession may secure for itself “the right to 
life, liberty and the pursuit of happiness” guar- 
anteed by the Constitution of the United States. 





RENAL FUNCTION IN SALVARSAN 
THERAPY. 


Colman and Kron (Dermatologische Wochen- 
schrift), in a very careful paper, publish the results 
of their examination of the kidneys during salvarsan 
treatment in five hundred cases. They distinguish 
six groups of cases: 

(1) The reaction of kidneys in patients who, hav- 
ing taken several injections of salvarsan without re- 
action, suddenly show a rise in temperature. 

(2) Reaction of kidneys in patients who show a 
rise of temperature after the first injection of salvar- 
san, yet do not react on subsequent injections. 

(3) Kidneys of patients who show a salvarsan- 
dermatitis at any period of salvarsan treatment. 

(4) Examination of kidneys during salvarsan treat- 
ment of patients suffering from nephritis. 

(5) Description of functions of kidneys in patients 
treated with mercury before beginning salvarsan treat- 
ment. 

(6) Reaction of kidneys during pregnancy treated 
with salvarsan. 

Basing their observation on the fact that sound kid- 
neys are in nowise affected by salvarsan, the authors 
were led by the idea that in cases of intolerance against 
salvarsan an effect on the kidneys might be found. 
Their very minute examination of the function of the 
kidneys in these five hundred cases, in the groups 
mentioned above, led them to the following conclu- 
sions : 

All patients having formerly suffered from nephritis 
or any kind of infectious disease must be very cau- 
tiously treated with salvarsan, an exact examination 
of the function of the kidneys being absolutely neces- 
sary. The method of application, also the quantity 
of salvarsan given, must depend on this examination. 

Examination of urine (albumen and sugar) alone 
is not sufficient as kidneys can suffer without albumen 
being found. Summarizing, the authors advise scru- 
pulous choice and every precaution in the application 
of the drug. 
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Editorial The essay on “Surgery,” Prehistoric American 
mon Surgery, was given by Dr. Leonard Freeman of 


THE SPRINGFIELD MEETING 


The Vist Annual Meeting of the [Illinois 
State Medical Society adjourned May 19th, after 
what might be justly termed the most interesting 
session held by the Society in years. 

The weather was ideal, the attendance was 
much larger than usual. The large registration 
was especially gratifying because of the fact that 
the meeting was held at the Capitol City while 
the Legislature was in session. This latter fact 
proved a serious drawback from the viewpoint of 
attendance because of the very limited hotel ac- 
commodations. Indeed, as far back as January, 
physicians contemplating attending the meeting 
found it impossible to make reservations for the 
session. 

The scientific program was up to the high 
standard of previous meetings; several well 
known men from other states attended the ses- 
sion and read papers of a very technical character. 

The essay on “Medicine,” the Differential 
Diagnosis of Early Tuberculosis from Other Api- 
cal Inflammations, with lantern slides, was given 
by Dr. Kennon Dunham of Cincinnati, Ohio. 


Denver, Colorado. 

The house of delegates met regularly and 
transacted a great amount of business that will 
redound to the benefit of the profession. Great 
interest was shown by delegates in the business 
affairs of the Society. For the first time in the 
history of the House of Delegates all members 
responded to roll call at the opening session, 
Tuesday night. The reports of the officers and 
of the numerous appointed and elected commit- 
tees were presented in masterly form and demon- 
strated clearly that the profession is at last alert 
to the dangers operating at present and that will 
ultimately destroy the integrity and usefulness of 
our calling, if not corrected. 

Dr. Edwin P. Sloan of Bloomington was 
elected President-elect; Drs. H. P. Beirne of 
Quincy, R. L. Greene of Peoria, J. W. Vander- 
slice, Oak Park, and Chas. C. Humiston of Chi- 
cago were newly elected delegates to the A. M. A. 
We have every reason to expect that the Presi- 
dent-elect and the other newly elected officers will 
carry on a strenuous campaign of efficiency in be- 
half of the interests of the profession that has 
characterized the term of their predecessors. 
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WE TOLD YOU SO WHEN THE HARRISON 
LAW WAS ENACTED 


The Journat has repeatedly called attention 
to the danger of letting any objectionable law get 
on the Statute Books. Such laws are never 
amended for the better, but grow more and more 
objectionable with the advancing years and they 
are always enforced by autocratic methods. 

When the Harrison law was enacted we were 
told that the fee of $1.00 was purely for the pur- 
pose of making the law operative. The wise men 
in the profession knew that this was merely 
camouflage and were not surprised when the 
registration fee was increased to $3.00. 

As a further illustration of the trend of the 
times towards autocracy, we call attention to 
paragraph six of the letter sent out under date 
of May 15th from the office of the Collector of 
Internal Revenue, which reads as follows: 


“Tf re-registration is not made on or before 
July 1st, 1921, a 25 per cent penalty attaches. 
For a second or subsequent offense, for failure to 
register within the required time, the delinquent 
is liable to prosecution by the United States Dis- 
trict Attorney.” , 


This language would clearly indicate that 
whether a Doctor desires or not to prescribe nar- 
cotics, failure to register would subject him to 
prosecution by the District Attorney. “Oh, tem- 
pora! Oh, Mores!” 





EXPOSING THE “CON” IN SOCIAL ECON- 
OMY, AND PUTTING THE A. M. A. 
ON RECORD 


The following Resolution was recently adopted 
by several state societies, notably New York, Illi- 
nois, Michigan, ete. : 

“Resolved, That State Medical 
Society is emphatically opposed to ‘State Medi- 
cine,’ and to any schemes for ‘Health Centers,’ 
‘Group Medicine,’ ‘Diagnostic Clinics,” ‘Com- 
pulsory Health Insurance,’ either wholly or 
partly controlled, operated or subsidized by the 
State or National Government, and that the dele- 
gates from this Society to the American Medical 
Association be and are hereby instructed to pre- 
sent this resolution to the House of Delegates of 
the American Medical Association at its coming 
meeting in June and to use every possible honor- 
able means to secure its adoption.” 
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A few men with red biood in their veins went 
to the New Orleans meeting of the A. M. A. last 
year and put over a resolution condemning Com- 
pulsory Health Insurance and at the same time 
called a halt on the machinations of Dr. Alexan- 
der Lambert and his consorts of economic tight- 
rope walkers and medical political milkmaids. 
Let us hope that the real Americans of the 1921 
House of Delegates of the A. M. A. are able to 
put a quietus on the Soviet Government bugs 
who are at present using every means possible to 
put our great organization into disrepute. 





WHAT AILS THE MEDICAL PROFES- 
SION? 


How few members of the medical profession 
appreciate the profound change which has come 
over the relation of the physician to the com- 
munity. 

For the small percentage who realize that 
things are not as they should be, how many of 
them can explain the cause for the unrest and 
dissatisfaction within the profession? How few 
of them realize that the change in the status of 
the physician is largely but a phase in the recent 
extensive developments in sociology and how few 
of them appreciate that the time when physicians 
were held in high esteem and in turn placed the 
physical welfare of their patients over and above 
their own interests, is a thing of the past. 

How few physicians even now realize that as 
a class, the profession has taken far too little in- 
terest in the broader aspects of the profession and 
that there is danger, unless this attitude is aban- 
doned, of having little or no voice in shaping state 
and national policies which vitally affect their 
interests. 

Changing conditions warrant a careful study 
of many problems which lie outside of scientific 
medicine. Medical practice is a business and re- 
quires guardianship, the same as other interests. 
State medicine, health centers, compulsory health 
insurance, the national socialization of medicine, 
the abuse of medical charity by hospitals and dis- 
pensaries, lodge practice, contract practice, the 
over-trained nurse, the unscrupulous pharmacist, 
the underpaid doctor, the quack doctor, the patent 
medicine man and the quack druggist are all 
enemies of the legitimate practitioner, and all 
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represent interests, designed and propagandized 
for the purpose of bringing about serfdom of the 
people. 

A strenuous period of economic reconstruction 
lies before the medical profession. Because of 
apathy in the past, we have rendered ourselves 
open to attack and persecution. Opposed as we 
are on the one hand by the power and strength 
of health departments of municipalities, state 
and nation ; by dispensaries and hospitals, upheld 
by the wealth and perverted ideas of philan- 
trophy, prostituted and pursued with the idea 
that by giving materially in this world, the 
donors feel that they will in turn reap the benefit 
in the hereafter—hedged in by the ever-increasing 
encroachment upon the field of medicine by 
municipalities under power granted and enforce- 
able by law, weakened on the other hand by the 
lack of cohesion in our ranks and the desire of 
a few to lead a parasitic existence at the expense 
of the many. So, in the socialistic present-day 
trend of the times in medicine, the physician has 
his problems to solve and his future to work out. 

In view of what has been said, it becomes 
essential for the profession, in its individual and 
collective capacity, to inaugurate a constructive 
campaign in opposition to the evils tnat are be- 
setting the practice of medicine, and those abuses 
that are destroying our means of livelihood; to 
those discriminations that deprive the individual 
of the right to treat his own patients; to those 
forms of special privilege that are depriving us of 
our just rights—these and more should be fought 
to the bitter end. Though there has been opposi- 
tion to some of these in the past, it has not been 
sufficiently strong to prevent the infliction of the 
evils upon us and the reason for the gradual en- 
croachment of the abuses mentioned has been 
because the medical profession was not numer- 
ically strong and cohesive enough to tear down 
the offending evils and abuses. At the present 
time, there are still too many physicians outside 
the state and county organizations and in our 
fight to bring about the betterment of the pro- 
fession, it is one of our primary duties to gather 
all physicians into state and county organiza- 
tions: then only can we expect to accomplish our 
aims to eradicate abuses and enter upon a con- 
structive era. 
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ATTEMPTED VICIOUS MEDICAL LEGIS- 
LATION IN NEW YORK STATE IN 
1921. A BAROMETER OF WHAT 
LATER MAY BE EXPECTED 
IN OTHER STATES 


REPORT OF THE COMMITTEE ON LEGISLATION OF 
THE New York State Mepicat Socirery 


Your Chairman was projected into office at 
the end of the legislative session of 1920 at which 
time he found all legislative affairs concerning 
medical legislation in a chaotic condition. The 
amended Medical Practice Act which had been 
agreed upon by the Education Department and 
the Society had been introduced too late, no sup- 
port had been given it and it had been defeated 
on the floor of the Assembly. Assemblyman 
Kenyon, its introducer, told your Chairman after 
its defeat that because of its lack of support by 
the Committee on Legislation and the profession 
that he would never again introduce any legisla- 
tion of this kind unless he was assured beyond 
doubt that he would not have to fight alone 
against the proponents of quackery. The Chiro- 
practic bill had passed the Assembly and on the 
afternoon set for a hearing upon it before the 
Senate Committee on Public Health your Chair 
man received the following telegram: “You have 
been elected Chairman of the Committee on 
Legislation this morning. Please assume your 
functions at the Chiropractic hearing this after- 
noon. J. R. Kevin, President.” This hearing 
was entirely pro forma. No work had been done 
with any individual Senators, no evidence of the 
evil of the bill had been placed before them and 
as a result the bill was passed after a short rol! 
call in the Senate and placed in the hands of the 
Governor. A hearing was had before the Gov- 
ernor and with the aid of the State Department 
of Health and the Education Department the 
argument was so forcibly presented to him that 
he vetoed a bill which should properly never have 
been before him and would not if the proper kind 
of work had been done in the legislature. The 
Cotillo Bill which had been in one form or 
another presented to the legislature for seven or 
eight years was withdrawn by its introducer 
after a hearing at which the Senator scathing]) 
arrayed the persons who asked him to introduce 
it and practically accused them of deceiving him 
as to the motives behind the bill. This bill has 


reappeared this year as will be noted below. 
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The chief measures of importance to the med- 
ical profession introduced at the session of 1921 
are as follows :— 

1. The Compulsory Health Insurance Bill 
which this year scored the whole gamut as had 
been predicted by your Chairman at the first 
hearing of this measure in 1916, including un- 
employment insurance, invalidity insurance and 
old age pensions. At last the bill was introduced 
by a member of the party to which the measure 
belongs, the member being Mr. Orr, the Socialist. 
This bill has slept quietly in Committee. 

2. The various measures concerning the Nar- 
cotic Drug question. Of these there have been 
four: The first Lord bill abolishing the Depart- 
ment of Narcotic Drug Control, the second Lord 
bill re-enacting the main provisions of the old 
Whitney law without provision for any bureau 
to make rules and regulations; the second Smith 
bill practically the same as the Cotillo bill of last 
year noted above which prohibits the prescribing 
any narcotic drug to patients suffering from aa- 
diction disease, permitting only personal ad- 
ministration of the drug by the physician thus 
practically compelling the institutionalization of 
all persons afflicted with addiction disease or 
driving them to the underworld for their supply 
of drug. It requires that practically all addicts 
shall be committed to state, county or municipal 
hospitals or to private sanataria or hospitals 
phich have been licensed ad hoc by the State De- 
partment of Health. It furthermore requires 
the keeping of records by physicians and official 
prescription blanks for every case in which nar- 
cotic drug is dispensed for no matter what disease 
and in no matter what amount and for no matter 
what method of application or administration 
except it be for external application. It rescinds 
for the purpose of enforcement of the act the 
statute of privileged communications. It pro- 
vides no penalty for the possession ef narcotic 
drugs illegally obtained for illicit use by criminal 
peddlers of the underworld who are not them- 
selves addicts. It permits the administration of 
narcotic drug from a stock solution without re- 
quiring any record so far as concerns the amount 
of the individual dosage to each person to whom 
administered. This would permit hospitals and 
institution, sanitaria public and private to ad- 
minister narcotics in any amount they chose 
without it being in any way possible to check the 
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amount used on each patient while physicians 
would be obliged to keep records for every dose 
administered or prescribed or dispensed either 
directly or indirectly. It is known and conceded 
that there are not existent the necessary number 
(20,000 to 50,000) hospital beds in the State of 
New York to house the addicts who under this 
law must, to legitimately be treated, be com- 
mitted to an institution public or private. The 
majority of state, municipal and county hos- 
pitals practically refuse to accept for treatment 
cases of drug addiction and even if they did they 
could not accomodate one-tenth of the number 
of addicts in addition to their normal population. 
It may be readily seen, therefore, that but one 
or a combination of two or more of the following 
means would be taken:—(1) The addict could 
be committed to private sanitaria for the treat- 
ment of drug addiction and the cost of the main- 
tenance of addicts so committed would fall on 
the municipality or county from which com- 
mitted; (2) The addict of either the criminal 
or, more horribly, of the non-criminal class would 
be compelled to secure their drug from the under- 
world peddler; (3) The state, county or mu- 
nicipality would be obliged to adapt old or erect 
new hospitals to take care of a population of 
from twenty to fifty thousand patients. And 
this would have to happen overnight in the same 
manner as Secretary Bryan’s army would leap to 
arms! Where the scheme is not horrible and in- 
humane it is ridiculous and at the same time, 
sinister. The bill is not a local one; a studied 
attempt is being made to effect it into law in 
many states and an earnest effort is being pros- 
ecuted to have the regulations promulgated by 
the Federal Bureau having charge of the Federal 
Harrison Act to give that act the same force as 
this bill would have if it became law. Verbum 
sapienti sufficit! The first Smith Bill classes 
drug addiction among the infectious and com- 
municable diseases presumably to give the same 
power to boards of health and health officers to 
commit and hold in isolation drug addicts as they 
now exercise under the same section in cases of 
smallpox, diptheria and other infections. This 
endeavor to so characterize drug addiction was 
well termed by the Commissioner of Health of 
the State of New York at the hearing upon these 
bills before the Governor as “sheer nonsense.” 
Both of the Smith Bills were opposed at the 








hearing before the joint Committee on Public 
Health of the Legislature as well as at the hear- 
ing before the Governor after the bills had been 
passed by the Legislature, by your Chairman. 
At the hearing in the Legislature the bills were 
favored by the Chairman of the Committee on 
Legislation of the New York County Society, 
the President and the first Vice-President of 
the State Society, and others. At this hearing 
the Chairman of the New York County Society, 
challenged in open hearing the right of your 
Chairman to speak for the State Society upon 
this question without remonstrance from the 
officers of the State Society there present. This 
was so obvious that Senator Fearon who had 
introduced this bill in the Senate took the floor 
and requested the joint Committee on Public 
Health who conducted the hearing to permit your 
Chairman to file with the Committee the proof 
of his right to speak for the State Society. As 
an evidence of the disunion and disorganization 
existing from the Compulsory Health Insurance 
days this neatly capped the climax. And more- 
over the source is the same. 

3. The Health Center Bill somewhat modi- 
fied from that of last year, but essentially the 
same died in committee after a hearing. 

4. The Chiropractic Bill, introduced in the 
Assembly by Mr. Yale of Putman, was referred 
to the Committee on Judiciary of which Mr. 
Louis Martin of Oneida was Chairman. This 
bill was reported favorably after a snap hearing 
on twenty minutes notice granted by Mr. Martin 
only after a continuous insistence for twenty-four 
hours. The hearing was not publicly noticed. 
Through clever maneuver the very capable legis- 
lative agent for the Chiropractors through a 
second person handed the bill to Senator Wiswal! 
of Albany who, without reading the measure, in- 
troduced it in the Senate and who in two days so 
amended the bill in order to require proper 
standards of preliminary and professional edu- 
cation on the part of those who sought to be 
licensed under the waiver clause of the bill, that 
the chiropractors at the Senate hearing appeared 
in opposition to their own bill. At this hearing 
Senator Wiswall accused them of not wishing to 
meet educational standards and thus not showing 
good faith. The bill was never reported by the 
Senate Committee and was recommitted in the 
Assembly on the second last day of the Session 
and thus died. 
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5. The amended Medical Practice Act with- 
out the provisions for re-registration of physician 
providing for prosecution of offenders against the 
law by the Attorney General instead of by dis- 
trict attorneys was swapped by its introducer for 
the Chiropractic bill through what seems to your 
Chairman an error of judgment although done 
with the best intentions. The fact is that a great 
number of the Members of Assembly wished 
neither to offend the medical profession or the 
chiropractors by going on record upon a vote on 
either of these measures. Perhaps for this reason 
the agreement was made to recommit both bills 
and thus save “the boys” from embarrassment. 

6. The bill changing the constitution and 
method of appointment of members of the Public 
Health Council which would put this most im- 
portant advisory body into the field of local poli- 
tics was defeated in the Assembly. 

7. The bill for the purpose of authorizing 
osteopaths to report births and deaths and cases 
of communicable disease and giving them all the 
rights, privileges and immunities of regular 
physicians was killed in the Committee on Pub- 
lie Health of the Assembly. 

It seems important to the Committee that the 
medical profession should begin to consider 
seriously the menace involved to the public and 
public weal and the profession and evidenced by 
the continuous and persistent efforts of lay 
groups, highly organized minorities, in associa- 
tion with small but influential cliques of physic- 
ians. The end is to secure eventually complete 
control of the medical profession and to ulti- 
mately socialize it. The same groups that were 
interested in forwarding the scheme for Com- 
pulsory Health Insurance are now looking toward 
State Medicine, the entering wedge of which is 
the Health Center plan which was to be combine:! 
finally with Compulsory Health Insurance. 

Regulations as to the use of narcotic drugs 
and alcohol are merely the beginning of an at- 
tempt to completely control therapeutic methods. 
The various committees that have been appointe: 
by national and state bodies to “investigate” 
these subjects apparently have had as their fore- 
most requirement for membership thereon the 
proof of lack of experience with the subject to 
be considered by them and their reports have 
always been entirely standardized and apparently 
written ad hoc by an interested group comprising 
not more than ten men in the medical profession 
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and a couple of lawyers. Their investigations 
have not been unbiased, their findings have not 
been judicial and their reports have largely been 
ex parte formularizations. That a Senator of 
the State of New York should be obliged to state 
at a public hearing that a bill which he had been 
asked to introduce and which had been approved 
by this State Society was such in its nature that 
he felt aggrieved and imposed upon and im- 
mediately withdrew this bill, is a fact to excite 
surprise, grief and indignation. 

Various cults are cropping up each year which 
are highly financed and have an extremely active 
and well paid lobby and a legislative influence 
that is entirely disportionate to the number of 
their adherents. There are probably less than 
one thousand chiropractors in the State of New 
York and there are fifteen thousand licensed 
physicians, but I dare say, the legislative influ- 
ence of the chiropractors, highly organized as 
they are, is many times as great as that of the 
fifteen thousand members of the poorly organized 
medical profession. 

Through the immense propaganda of the 
various cults, the lay public in the last twenty 
years have been subtly influenced against the pro- 
fession of medicine, not against the individual 
physician but against the so-called “Doctor’s 
trust.” Physicians know that these allegations 
are untrue but they do not even take the trouble 
to deny them much less do they wish to educate 
the public to a proper appreciation of what 
medical science and art is and does. Without 
this education of the public, it will be impossible 
to secure their good will and aid, and without 
either of these any attempt on the part of the 
profession to benefit the public by means of legis- 
lation will fall to the ground. 

The representation of the medical profession 
in the legislature is today woefully inadequate 
even though we have two members in the As- 
sembly. Efforts should be made to increase this 
representation in those districts of the state 
where it is possible. Men should be asked to 
stand for election and every effort made to secure 
their election. But most important of all is it 
that the medical profession clear itself of all 
the groups and cliques who are striving not 
mainly for the benefit of the public and the pro- 
fession but for other and ulterior motives or are 
acting upon the unshaken judgment that they 
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must be right and the whole body of the pro- 
fession wrong; whose chief idea is the formation 
of compacts with other groups for the purpose 
of controlling the election to office in the State 
Society. These evils must be exercised, the So- 
ciety must be united, it must organize, it must 
educate the public or if it do not, so surely as 
the side covers the sand bar, the profession of 
medicine will become the tool or instrument of 
forces existing today in the commonwealth, 
whose sole desire is power attained through abso- 
lute control of the medical profession. 

The medical profession within the State So- 
ciety is not in reality organized; on the surface 
it is, but under the surface the gaps are so great 
that a torrent could easily pour through them. 
There is very little cooperation between the 
county societies and the Committees of the parent 
body, for instance: The Chairman of your Com- 
mittee sent early this year to the Secretary of 
each County Society individual cards for each 
Senator and Assemblyman representing that 
county in the Assembly or Senatorial District 
asking that these men be interviewed at home 
and their position on the various measures of 
interest to the public health and the profession 
be ascertained and the cards properly completed 
returned to your Chairman. From only 24 of 
the counties were the cards received in time to 
be of use; from only 29 of the counties were the 
cards received by the end of the session and 
from 33 of the counties no reply has yet been 
received. Still what criticism would have been 
hurled at your Committee had any of these meas- 
ures which they did not desire to pass been 
carried through and become law! And the larger 
part of the reason would have been and is due 
to their own neglect and the pursuance of the 
policy of letting George do it. Instance after in- 
stance could be given but one is the exemplar of 
all. Unless a greater interest is taken by every 
individual member and especially by the officers 
whom the members elect, in these matters which 
so directly interest and affect them they will very 
shortly be overtaken by a calamity not apparently 
undeserved. 

At the time of the making of the present 
medical law in this state the medical profession 
and the other associated professions following 
them supinely agreed to provide funds for the 
administration of the law. The Legislature 








graciously agreed to this principle because it 
would cost the State nothing for, in this manner, 
protecting to a degree the public health, and pro- 
vided in this law, that all moneys received should 
be paid into the State Treasury and that the 
Legislature should annually appropriate an 
amount sufficient to administer the law. Through 
these beneficient provisions the professions have 
paid into the State Treasury each year for the 
last ten, excluding this appropriated back to 
them for the administration of the law, and this 
year will pay in a hundred thousand dollars more 
than in reappropriated. And still the legislature 
would not report a bill increasing the salary of 
the Secretary of the State Board of Medical Ex- 
aminers, a salary fixed fourteen years ago, in the 
sum of five hundred dollars in order to bring 
the salary for this office to correspond with that 
of the Secretary of the Dental Board. Is it not 
time for the professions to insist that they shall 
not be taxed illegally and indirectly to pay money 
into the Treasury of the State that should by 
right go to the bureaus having in charge the ad- 
ministration of the law as was the plain intent 
of the statute? 

Some attempt must be made to increase the 
efficiency of the prosecution of offenses against 
the Public Health law. Outside of murder, your 
Chairman believes, no crime against the common 
weal of the State goes so often unwhipped of 
justice as violation of this law. Why pay money 
to administer a law for the protection of the 
public health if quackery is not alone unpunished 
but permitted to maim and ignorantly kill, but 
in addition to fatten, become enriched, wax fat 
and kick? The remedy lies in an amended and 
proper law, properly and rigidly enforced, and 
in public education in health matters, a task 
which is the duty of the profession and besides, 
one which is very sadly neglected. 

The amount of money spent by the Society in 
prosecuting the work of its Committee on Legis- 
lation is woefully inadequate; it has never, so 
far as your Chairman can recall, exceeded seven 
cents per capita of membership. The chiroprac- 
tors alone spend from twenty to fifty thousand 
a year to maintain their legislative lobby; there 
are less than a thousand of them and the State 
Society had nearly nine thousand. A contribu- 
tion from each chiropractor of twenty to fifty 
dollars a year and from each member of the So- 
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ciety, seven cents! From the sublime to the 
ridiculous ! . 

James J. Rooney, (signed) 
Chairman. 


Your Committee recommends :— 

1. That a Legislative Bureau be established 
permanently at Albany for the purpose set forth 
in the report of this Committee for the year 
1919. 

2. That action be taken by the House of 
Delegates upon the perversion of the statute by 
the Legislature in not reappropriating moneys 
received from the professions, to the department 
of education for the purpose of administering 
the law. 

3. That a committee be appointed by the 
House of Delegates to confer with similar com- 
mittees to be appointed by other professional. 
educational and Jaw bodies for the purpose of 
amending the medical practice act in order to 
make its provisions effective and to modify its 
requirements as may be deemed necessary for the 
practice of medicine both general and special. 

4. That a committee be appointed by the 
House of Delegates to devise a plan for conduct- 
ing public health education by County Societies 
for the purpose of creating a public demand for 
proper health law and its enforcement. 

5. That a Committee be appointed by the 
House of Delegates for the purpose of prosecut- 
ing a real state wide investigation—not the closed 
chamber five hour sterotyped dictated sort—on 
the subject of narcotic addiction disease, and 
that their report embody suggested changes in 
the present law both Federal and State that they 
deem necessary for (a) proper medical care, and 
(b) police regulation. Furthermore that this 
committee meet with such other bodies, magis- 
terial, charitable, health and educational in the 
hope that this most important question may be 
clarified and, if possible, an unanimity of opinion 
arrived at which will have imperative effect upon 
legislatures both national and state. 

6. That the House of Delegates determine 
whether at Legislative Hearing the presentation 
of the argument for the Society shall be made 
by and at the direction of the Chairman of your 
Committee on Legislation or whether any County 
Society may, irrespective of the opinion of your 
Chairman, present its view in opposition thereto. 

7. That the use of personal influence to in 
any way defeat the legislative program of this 
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Society subject any member so offending to 
censure of the Society. 
JaMEs F. Rooney, 
JaMEs N. VANDER VEER, 
Henry S. Starx, 
Committee on Legislation. 





ROCK ISLAND COUNTY HAS THE 
PROPER SYSTEM—LEGISLATIVE 
FOLLOW-UP LETTER THAT 
BRINGS RESULTS 


Last month we published data showing how 
the Maternity Bills before the legislature were 
defeated in committee. We publish the follow- 
ing for educational purposes : 

Silvis, Illinois, May 8, 1921. 
To the Hon. M. R. Carlson, Senator, 
Springfield, Illinois. 


My Dear Senator Carlson : 


Speaking for the Rock Island County Medical 
Society on the subject of Senate Bills 405 and 
417, which I believe are now before your Com- 
mittee. 

The members of the society have no wish to 
dictate your action in this or other matters. We 
are, however, in possession of first hand informa- 
tion on the subject of maternity management 
and do get a perspective in viewing its details 
which is not the privilege of men in other lines 
of work. For that reason we ask that you grant 
some consideration to our judgment of certain 
phases of these bills. ; 

S. B. 417 applies to this county. 8S. B. 405 
makes similar proposals for some other commu- 
nities. I therefore discuss 417 but remembering 
that, in the main, comments on one apply to the 
other. This bill is free from some of the minor 
cbjections incorporated in earlier proposed legis- 
lation but retains all of the fundamental or con- 
stitutional faults. 

By Title: It proposes the practice of medi- 
cine by the state. All of the “non-technical” in- 
struction in these matters can be outlined in a 
very small pamphlet such as has been distributed 
by the State Health Department for years. ALL 
of the remainder IS the practice of medicine. 
Whenever symptoms arise the doctor observes, co- 
relates, interprets and treats. If the practice of 
medicine were a science alone, then the state 
could do it in a way, but medical practice is an 
art as well as a science, and the state is no arti- 


EDITORIAL 


561 


san. If there are reasons why the state should 
supply medical care which is purchasable, then 
there are the same reasons why the state should 
buy groceries for its citizens. We deny that the 
need exists and cite that American women get 
better care through maternity than any other 
women on earth. That citation can be proven. 
In proposing to vote a tax benefit to private citi- 
zens who are not paupers the bill is socialistic in 
tendency and would be socialism in fact, were 
it ever enacted. Public tax for private benefit is 
a proposal unheard of in all our history and tra- 
ditions until the present period of rampant Red 
propaganda. Bismarck used state medicine 
avowedly to “bind the working classes to the 
state,” and it did bind them. Its value for that 
purpose is proven by this: in 1916 when Germany 
drew up peace proposals for the (about to be?) 
defeated allies, her proposals allowed time for 
adjustment in every instance but one. One pro- 
posal was that each of the allied countries must 
adopt immediately a system of “state medicine.” 
There was to be no delay on that one; it was 
urgent. Let the man who doubts that look it up. 
It is true. This bill comes to us from Germany. 

By Section: Being fundamentally wrong, the 
details of its application cannot make it right. 
Nothing of interest occurs until near the end: 
Sec. 4, line 4, “instruction” is desirable and has 
been ably given in the past by the already consti- 
tuted Department of Registration and Education. 

Sec. 5, in toto, is faulty in that it confuses a 
It confuses preventive medicine 
with curative medicine. The line between should 
be distinctly drawn. Preventive medicine is, most 
wholesomely, a state matter: it protects one citi- 
zen against his neighbor's contagion, and it car- 
ries proper police power, that one bad man may 
not endanger his community. Curative medicine 
and obstetrics can never be other than a private, 
family matter. The one is a matter of public 
necessity, the other one for private choice and 
carrying no public menace. That line is basic, 
for the home is the unit of the state, ip a republic 
or a democracy. 

I trust I have not been unpardonably boresome. 
I do thank you much for past courtesies, and I 
remain, with very kindest personal regards, 

Yours sincerely, 
Wm. D. CHAPMAN, 
Med.-Legal and Legln., R. I. County 
Medical Society. 
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DOCTORS SHOULD BE FREE TO PRE- 
SCRIBE ALCOHOL SHOULD THEY 
SO DESIRE 


RESENT Havine PEOPLE DoctToRED By CONGRESS 
or Havine TuHeErR ILtts TREATED BY 
THE LEGISLATURE 


Country wide referendum among physicians 
shows 76 per cent. value right granted them by 
Volstead Act. 


To a proposition duly made and presented to the 
physicians of the United States that they transfer to 
some government agency the privilege granted them 
by the Volstead Act to prescribe alcohol when indi- 
cated, nearly 25,000 representatives of the profession 
answer “No.” A referendum vote taken on this ques- 
tion by The Medical Pocket Quarterly (Jersey City, 
N. J.) to establish the sentiment of the profession on 
the question showed 20,176 votes against the surrender 
of this privilege to the Government, and 1,935 in favor 
of surrender, while 1,134 failed to vote. The total vote 
cast is claimed by The Quarterly to be “the largest, 
most nation-wide, and most representative vote ever 
cast by the physicians of this country on any single 
subject,” and shows a significant solidarity of senti- 
ment. We read: 

“Physicians of every State in the Union voted in 
this referendum, including practitioners in all the 
States of the South and West which were running on 
a prohibition basis before the enactment of the 
Eighteenth Amendment. Country as well as city phy- 
sicians participated in equal amount, the vote as a 
whole epitomizing clearly the unwillingness of the 
medical profession to relinquish the prerogative they 
enjoy, even if they all do not exercise it, for personal 
or other reasons. 

“In analyzing the votes cast, it is proper to state 
that all who voted against the surrender to the Gov- 
ernment of the right to write alcohol prescriptions, 
when in their judgment an alcoholic stimulant would 
be beneficial to their patient, did not vote ‘No’ because 
of any predisposition in favor of alcohol as a useful 
medicine. 

“Still others believed that even if they personally 
did not agree with their fellow practitioners who con- 
sider alcohol a helpful and valuable medical agent in 
the treatment of certain diseases, these practitioners 
should not be deprived of the right to prescribe it 
whenever they deemed it proper. Such an inhibition, 
they held, would be gratuitous interference with the 
practice of their fellow practitioners and the means 
they employ to achieve the cure of their patient or the 
mitigation of their suffering, if incurable. Medical 


thought in the use of remedial agents not being 
standardized, and physicians being of different minds 
concerning the merits of the drugs they prescribe, no 
physician, they say, has an inherent right to impose 
his personal preferences upon’ others whose expe- 
riences persuade them to think differently. 

“On the question of compulsory health insurance, 
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submitted to the physicians of the nation, the vote cast 
was still more overwhelmingly against the introduction 
to this country of this form of European socialism. 
Here the cities where the industrial classes live and 
which should be most vitally affected were supposed 
to be the main opposition to this type of legislation, 
but the vote shows the country as deeply opposed to it. 

“Compulsory health insurance touches a peculiarly 
tender spot in the hide of a physician—it strikes a 
body blow at the heart of his pocketbook. In voting 
on this question, a number of physicians stated that 
if compulsory health insurance became a law, they 
would forthwith quit the practice of medicine. Others 
added they would never serve on any insurance panel, 
even though assigned to it by State authorities, on 
which they would be obliged to give their services, de- 
manded by advocates of this legislation. On _ this 
question the medical profession, as shown by its vote 
and the statements accomanying it, is prepared to fight 
to the death, without quarter or compromise.” 





ARE OSTEOPATHS SERIOUS OF 
FACETIOUS? 

THE ILLINOIS OSTEOPATHIC ASSOCIATION 

SUITE 1306, 27 EAST MONROE STREET, CHICAGO 

May 17, 1921. 
Secretary, 
Illinois Medical Society, 
Springfield, Ill. 

Dear Doctor: 

The following resolution was unanimously adopted 
by the Illinois Osteopathic Association, May 14, 1921, 
at Springfield. I am sending you copy for your in- 
formation : 

“We recommend that the thanks of this association 
be extended to the Sangamon County Medical Society 
for the kindly fraternal public spirit which was shown 
us by its action in objecting to our use of St. John’s 
Hospital for clinics. Such action on the part of the 
medical fraternity is a priceless asset to us, as it always 
serves to further enlighten our friends and the public 
concerning the historic and friendly attitude of the 
old school of medicine toward any new school of 
practice.” 

Tue Ittino1s OsTEoPATHIC ASSOCIATION, 
’ By Watter E, EL rrink, 
Secretary-Treasurer. 





NATURE OF THE BUSINESS IN 
WHICH CHIROPRACTORS ARE 
ENGAGED 
WituiaM H. Wacexk 
MADISON, WIS. 

What is chiropractic? This question was put 
to the president of the largest chiropractic school 
in the country and his reply was that he did not 
know and later added that chiropractic is a com- 
mercial enterprise, existing solely for the purpose 
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of making money for those engaged in chiroprac- 
tic practice. It is interesting to inquire into the 
nature of the business in which chiropractors are 
engaged. 

Chiropractors are in the business of exploiting 
sick people for financial gain. It matters not 
what the nature of the sickness may be, a chiro- 
practor will guarantee to cure anyone, providing 
that person will stay long enough with the chiro- 
practor and has the money with which to pay for 
his services. The least concern of the chiro- 
practor is the nature of the disease with which 
his patient is suffering, and according to chiro- 
practic claims gonorrhea, syphilis, tuberculosis 
and leprosy will yield just as readily to chiro- 
practic treatment as the more common complaints 
such as colds and headaches. But the chiro- 
practor does not stop there as to the efficacy of 
chiropractic in the treatment of disease. If the 
country is being swept by a pandemic of influenza 
out come chiropractors with the double state- 
ment that chiropractic will not only cure influ- 
enza but prevent it as well. Chiropractic treat- 
ments are even advised as prophylactics against 
venereal disease. Even with these possibilities of 
usefulness chiropractic can also be successfully 
used for any disease that happens to be featured 
in the day’s news. In short a chiropractor will 
guarantee to cure anything so long as there is a 
financial reward in the transaction. 

Chiropractic would be short lived were it not 
so extensively advertised. If a chiropractor were 
to depend for new patients on the recommenda- 
tion of people whom he has cured he would not 
be in business very long. A chiropractor gets 
people to come to him through his advertising. 
Every form of advertising is utilized by a chiro- 
practor. Billboards, newspaper advertisements, 
motion pictures are all used by chiropractors. 
The advertising is so written that it sells chiro- 
practic regardless of its merit. To the extensive 
advertising carried on by the chiropractor may be 
added the distribution of chiropractic literature. 
According to the figures of one chiropractic pub- 
lishing company every person in the United 
States reads something of chiropractic every 
week. The office of every chiropractor, in so far 
us propaganda literature is concerned, make the 
efforts of the wildest radicals lock rather ema- 
ciated. 
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It would not be unreasonable to suppose that 
with the large claims made for the efficacy of 
chiropractic in the treatment of disease that 
chiropractors would possess some superior knowl- 
edge of the healing art. It is significant to note 
that chiropractors have no more knowledge of 
the healing art than has your iceman or your 
janitor. Chiropractors in the long run can be no 
better than the chiropractic schools that turn 
them out. What of chiropractic schools ? 

Chiropractic schools as they exist today in 
America are out and out commercial enterprises. 
Profits receive far more consideration from the 
officers in charge of chiropractic schools than the 
course of instruction. Practically all the chiro- 
practice schools of the country have their faculties 
made up of business men who have no special 
knowledge of the healing art. What kind of in- 
struction can such men impart. 

With profits being the first consideratiun of 
chiropractic schools the character of the instruc- 
tion must of necessity be of the cheapest kind. 
Chiropractic schools pretend to teach the students 
of their schools the basic subjects such as 
anatomy, physiology, chemistry, etc. The instruc- 
tion is not carried out in connection with the 
laboratory but almost wholly by the lecture 
method. It is not therefore surprising that the 
uverage ghiropractor knows no more of anatomy, 
physiology, chemistry, etc., than does the average 
secondary school graduate. What is the charac- 
ter of the people that receive chiropractic instruc- 
tion ? 

Chirypractic schools have only two require- 
ments for entrance: 1. Spot cash at time of 
enrollment, $350, and, 2. ability to read and write. 
With such requirements for entrance in opera- 
tion every janitor and ditch digger can enter, 
and that indeed is the case. Chiropractic is at- 
tracting into its ranks men who have failed at 
most everything. Should that type of people 
undertake to treat sick people? Apparently in 
some instances the American public wants that 
kind of treatment. 

It is no credit to American business that it 
permits the operation of such unconscionable 
people as chiropractors. To some however, so it 
appears, the mere dollar has more attraction than 
public health and public well being. 

740 Langdon Street. 
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P. T. BARNUM WAS RIGHT WHEN HE 
STATED THAT THE AMERICAN PUBLIC 
LIKES TO BE HUMBUGGED 


Doctors ARE SPENDING TIME, MoNEY AND ENERGY 
FIGHTING THE Forces oF DisorpDER WHICH SEEK TO 
Destroy THE Economic INDEPENDENCE, DoMESTIC 
Privacy, SetF-RELIANCE AND SELF-RESPECT OF Our 
PeorLte THROUGH MISCALLED “WELFARE LEGISLATION” 
PREPARED OSTENSIBLY FOR THE BETTERMENT OF 
MAN, BuT REALLY DesIGNep For His ContrRoL. 


The following excerpt from a speech of Dr. J. J. A. 
O’Reilly of Brooklyn, New York, before the Wayne 
County (Detroit) Medical Society, May 11, 1921, is 
published for educational purposes to help head off 
vicious uplift propaganda. 

In this day and hour the men and women of 
Medicine must spend their time and money and energy 
in maintaining the integrity of the medical salient of 
the American line of defense against the Forces of 
Disorder which seek to destroy the economic independ- 
ence, domestic privacy, self-reliance and self-respect 
of the people of this Nation through miscalled “Wel- 
fare” legislation prepared ostensibly for the better- 
ment of man but really designed for his control. 


WHO THE PROPAGANDISTS ARE 


This pestilential paternalism is sponsored by and 
through an infernal triangle, made up of the false 
doctrinaire, the professional philanthropist and the 
political patronagist, representing groups which are 
organized under the banner of “Uplift,” parading 
under the cloak of the “Brotherhood of Man” and 
chanting a hymn of “Welfare” to mask the real pur- 
pose of the worshippers at the shrine of something 
else than Americanism, who have flowed to these 
shores from the sewers of Europe during the past 
twenty years and who will not permit themselves to 
become in sympathy with the traditions and ideals of 
this country for which the men and women of all 
generations have given their lives. 

These organizations weave into their titles the words 
“American,” “Labor,” “Trade Union,” “Welfare” 
and the like, believing, with P. T. Barnum, that the 
American public likes to be humbugged. Well-mean- 
ing American citizens lend their good American 
names and contribute their good American dollars to 
these organizations, unmindful of the old adage “Tell 
me your company and I'll tell you what you are;” it 
is shocking to see the names of men and women 
prominent in church and state and society,—aye, a 
president of these United States and a president of 
the American Medical Association, blended with the 
names of university, magazine, parlor and gutter 
apostles of unrest; with lecturers in the Rand School 
for Socialism; with those who seek to justify the 
sinking of the “Lusitania;” with the writer of the 
infamous “Dear Gene” letter to Eugene V. Debs, the 
official designee of Lenine and Trotzky as “The Pro- 
letarian Dictator of the United States when the 
Revolution shall have been completed;” with the 
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editors and owners of socialistic and Negro-inflaming 
magazines; with men and women who use the mantle 
of charity to cover the distribution of radical literature 
in settlement houses: with men and women in sym- 
pathy with the doctrines of the Third Internationale 
and out of sympathy with the traditions and insti- 
tutions of America. 


One of these organizations, the American (?) As- 
sociation for Labor Legislation, is the propagandist 
in chief of this vicious Public Health Legislation; it 
is a part of the Labor International with headquarters 
at Basle, Switzerland; it is not American and it does 
not represent labor, but it is an “Arrogant Associa- 
tion for Lucrative Legislation” and it is affiliated with 
such terribly American (?) organizations as The 
Women’s Trade Union League, whose leader refused 
to carry an American flag in a Chicago parade bhe- 
cause they would not let her carry the red one on 
her other shoulder; with the Birth Control Leagues, 
made up largely of women whose sympathy with 
American motherhood is predicated upon the proud 
possession of a Pekingese pup; with the New York 
Federation of Labor, whose representative, at the 1920 
Hearing on Compulsory Health Insurance, at Albany, 
N. Y., voiced this choice concept of the American 
square deal: “The Doctors don’t want this Bill, eh? 
What do we care? Z/t is our will;” with the New 
York League of Women Voters whose local chapters 
in my county repudiated the parent organization's 
endorsement of Compulsory Health Insurance and 
helped us defeat a lot of candidates for the legisla- 
ture on a Compulsory Health Insurance issue; with 
the Consumers’ League and other impressively en- 
titled organizations—all with interlocking Directorates 
and all dominated by men and women whose affilia- 
tions with the Rand school and pre-war pacifists, war- 
time obstructionists and post-war “Agencies of Dis- 
content,” warns us that we must hold them to one 
standard of measurement,—that the more 100% 
Americans, claimed by any organization, the less 
excuse exists for tolerating any Anti-Americans or 
Americans—but. 


It is just such organizations that we must be pre- 
pared to meet and beat. They are well-financed, 
nominally by a “dues paying membership,” but 
actually by the moneyed foundations whose purpose 
is control and the exploitation of legislation which will 
yield lucrative berths for the proteges and graduates 
of their schools of sociology, philanthropy and psy- 
chology; the New York Mental Defective Commis- 
sion Law and the extravagant and top-heavy institu- 
tion at Thealls, N. Y., are typical of this process of 
using the State for a “good thing.” 


It is just such organizations and their oleaginous 
executive secretaries who have been able, in the past, 
to seduce some of our medical leaders so that they 
lend themselves to their plans by direct treachery or 
by “boring from within” through expediency and 
compromise, which are the curse of medical society 
politics; or by the subornation of medical journals 
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of standing, under their control or subject to their 
coercion; or by articles contributed to such organs as 
“Modern Medicine,” owned by the Modern Hospital 
Association and edited by the American Association 
for Labor Legislation’s campaigners, lay and medical. 

I could spend hours telling you my personal ex- 
periences of their active dishonesty and trickery in 
the great campaign in the State of New York, from 
coming in late at a debate to gain a petty advantage, 
as at Schenectady, N. Y., and Kalamazoo, Mich., to 
the deliberate packing of a conference or the prostitu- 
tion of church pulpits and church organizations as 
propaganda centers; or using the Commission on the 
Church and Social Service of the Federal Council of 
the Churches of Christ in America for the purpose 
of calling a Conference in the name of religion and 
packing it in the interests of the proponents of Com- 
pulsory Health Insurance; or the attempted elimina- 
tion, from the present New York Medical Practice 
Act of (Sec. 170-d) the only legal bar to unbridled 
abortionism and contraceptionism, to purchase the 
support of the Birth Control League, with knowledge 
of the fact that the New York State Medical Society, 
by its endorsement of that Medical Practice (Re- 
Registration) Act would have been morally responsible 
for the betrayal of medicine if we had not succeeded 
in beating it; or the exploitation of a Drugless 
Therapy Bill (N. Y. Assembly Bill 582) which would 
have legalized a cult for treating everything, from 
acute appendicitis to chronic arteriosclerosis,—from 
atrophy of the sense of proportion to hypertrophy of 
the “cosmic urge,” by the simple method of making 
crescentic strokes with the right fore-finger under 
the ear of a patient relaxed upon the table; here it 
is, Sec. 1 Article 1: 

“The practice of Drugless Therapy, which is a 
system, method or science of healing disease without 
the use of drugs or medicines of any kind, using 
Massotherapy, Mechanotherapy, |Electrotherapy, 
Hydrotherapy, Naturopathy, Chiropractic, Napro- 
pathy, Neuropathy, Dietetics (Food Science), sug- 
gestive Therapeutics, Magnetic Healing, Vibro- 
therapy, Zonetherapy, or any other drugless methods 
that hereafter become known or in use.” 

aE 
WHAT THE PROPAGANDA IS 

I have told you whom you have to fight, as Knights 
of the Caduceus: As briefly as possible I will tell you 
WHAT you have to fight; then I will tell you HOW 
we fought in New York and New Jersey and give you 
some detail of the Professional Guild Idea which made 
the power of medical citizenship an institution of 
force and dignity; a wall of defense for the agencies 
of healing and the people whom they love and serve; 
a menace to party solidarity when public health is 
made the pawn of party politics; a channel for the 
education of the people to a realization of the fact 
that welfare, which pauperizes, is profligacy, and that 
an “Ounce of prevention is worth a pound of regret.” 


EDITORIAL 


JAR. NO. — “SPECIMEN BRAIN OF 
MICROCEPHALUS.” 


(From Dr. Aristides Pillés “Blue Monday Anthology”) 


Well, if there 
Aint my old college chum! 
Hello! Doc., Howdy? How’s biz— 
Beg pardon, old scout, I mean practice? 
Glad to hear it, Doc., glad to hear it— 
Sorry for the sick folks, 
But always glad to know that 
The profession is prosperous and happy. 
You see, all the members of Congress 
And of the various State Legislatures, 
Are constantly worrying about the welfare 
Of the dear medical profession. 
We regard you as public benefactors 
And feel that—Oh, sure, I’m 
A Congressman, and I once was a 
Member of the New York Legislature, too! 
Why, I supposed you knew that! 
My head? Say, Doc., 
What kind of a head d’ye think 
A Congressman ought to have, anyhow, 
Why, man! I’m a born statesman! 
I admit it, so that settles that question. 
Humph! These birds with the 
Seven and three-quarters hats give 
Me the woolies. Why, I know some 
O’them cuckoos, that wouldn’t know 
How to kiss a bill through 
If the other gang was chloroformed and hog-tied. 
Big hats are all right, Doc., 
As far as they go, 
But it’s brains that count with 
A statesman like me. 


Well, as I 
Was saying, we statesmen are 
Mighty fond of you Docs. 
And why shouldn’t we be? 
Why, it was one of you guys 
Who brought me into the world! 
The whole country should be grateful to 
Fellows like you, who devote 
Your lives to science and relieving suffering, 
And curing up sick folks, 
Preventing epidemics, or stamping them out, 
To say nothing of what 
You have done for the country 
By saving for it great statesmen, 
Like some I could mention. 


Yep, but you 
Docs. all work too hard and we're 
Going to help you out. 
Sure, we're going to have 
State Medicine and Health Centers, 
And Compulsory Health Insurance, 
Public Clinics for sociable diseases, 
And public midwives, and everything we 
Can put over or get by with, 
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To help you Docs. out, so 

You won’t have to work so hard, and 
By and by you won’t have to 

Work any more—not a-tall. 


Sure, and we 
Are going to raise the 
Standard of medicine so 
High that nobody but 
Osteopaths, and Chiros, and Christian Scientists, 
And patent medicine men 
Ever can reach it. 
And we are going to fix things 
So that the profession won’t 
Have so much bother running the 
Works. We are going to have 
Just one man to attend to 
Everything for you, and he'll be 
In the Cabinet at Washington. 
Yes, sirree, Doc. we’re going to 
Relieve you medical guys of 
All the labor and responsibility 
We can, for we love you 
And highly appreciate all you folks 
Have done for the 
World, and especially for us great statesmen. 


Why, Doc., 
You medical men haven’t any kick coming. 
As it is. See what our new 
President did! Didn’t he take a 
Doctor that nobody ever heard of before 
And make a Brigadier General of him? 
And did we Congressmen kick much? 
Of course, we didn’t. 
When it comes down to 
Doing things for the profession, 
We're there with the goods, and 
To hell with army rules and regulations! 
You can bet your life, we'll 
Kiss through anything you Docs. want, 
Any old time, but 
If you don’t make Doc. O'Reilly 
Shut up, he’ll spill the beans 
For you medical guys. Just as 
I told you, Doc., we'll look after you 
Medical men, if you'll just 
Be patient. As I said 
These guys with the big hats 
Make me tired all over, 
So, you'd better hang the 
Indian sign on that fresh O’Reilly person. © 


Of course, you 
Can trust us statesmen. We're the lads 
That’s got the brains. Didn’t we 
Fix it so you fellows have to have 
A license to give a man a hypo? 
Didn’t we put over the Eighteenth 
Amendment, so you guys can run 
Buffets and rathskellers? Didn’t we Doc. ? 
Come, now didn’t we? If we 
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Didn’t, who the hell did? Hey? 

You doctor chaps owe us a lot, Doc. 
And don’t you forget it. And 

When we get things fixed so 

That you don’t have to work any more, 
You'll begin to see how we 

Statesmen love and appreciate you. 

You sure will—if you don’t now. 


So you can 
Readily see that a guy that wants 
To do something for you doctors, has 
Gotta have some head for it, and 
You know I’ve got some. 
Why, ever since I was born, 
People have told my folks that 
I was sufe to be a statesman, 
My head was built just right, 
For service to my fellow-citizens. 
You bet your life! 
And you fellows had better put 
A muzzle on O'Reilly. 
That birdie talks too much. 


Well, Doc., 
I’m sorry you must be going. 
I was a bit lonesome. Not 
That I don’t like it here, 
For I do, I feel quite at home 
Here. I make speeches to my 
Friends on the shelves, 
Most every day. They’re a 
Bunch of “live ones,” all right. 
And remind me of some of the 
Fine audiences we statesmen talk to 
In the Legislature or in Congress. 
I tell you, Doc., it’s a great 
Satisfaction to have a head for 
Statesmanship. And I’m going 
To do all I can for you 
Medical guys, at all times. 
But, for God’s sake 
Muzzle that damned O’Reilly. 
He-makes-me-sea-sick. 

G. Frank Lypston, M. D. 





AS WELL CONSIDER AS EXPERTS EVERY- 
ONE WHO IS IN THE’HABIT OF EATING 
THREE MEALS A DAY 


Tue SHEPPARD-TOWNER BILL 


To the Editor—I wish very much that the medica! 
profession would take up the matter of the Sheppard- 
Towner bill before it is too late! I believe intensely 
in the care of childbirth, but deplore this particular 
bill. Indeed, I feel peculiarly strongly the great im- 
portance of prenatal care, as the five-year experiment 
in prenatal care made by the Women’s Municipa! 
League of Boston from 1909 to 1914 was carried on 
by me, and on this experiment was founded the Pre- 
natal Clinic of the Boston Lying-In Hospital, the 
work of the New York Milk Committee—which has 
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now been taken over by the Maternity Centers—Dr. 
Ballantyne’s work in Edinburgh, as he himself wrote 
me, and I believe also Dr. Truby King’s in New Zea- 
land and many others—scarcely a week passes that I 
am not in receipt of requests for information from 
some one on the subject. 

For corroboration of my right to speak with some 
knowledge I would refer you to an article published 
in THE JourNnAL, Jan. 30, 1915, by Dr. Franklin S. 
Newell, on an experiment which I made on the blood 
pressure of pregnancy, and especially to the first page 
of Dr. J. Whitridge Williams’ recent article on syphilis 
as a cause of infant mortality, which was published in 
the Bulletin of the Johns Hopkins Hospital, a reprint 
of which he recently sent me. 

I mention these things merely to show you how 
strongly I believe in prenatal care and that I am some- 
what qualified to speak on the subject. 

The Sheppard-Towner bill seems to me very objec- 
tionable because the care of pregnancy, childbirth and 
the puerperium is clearly a medical matter, and the 
effort which was made at the hearing before the House 
committee to prove that the social and economic mat- 
ters affecting pregnancy were of more importance than 
the medical is sheer nonsense. It reminds one of the 
old conundrum, “If you call a dog’s tail his leg, how 
many legs will he have?” He will have four, because 
calling a tail a leg does not make it so! The subordi- 
nation of the medical care of maternity to the social 
care is on a par with putting the medical staff of a 
hospital under the Department of Social Service. 

The statement that “all the women in the country” 
endorse this bill is not true. The thousands of women 
belonging to the Women’s Municipal League of Bos- 
ton have given me their endorsement in this matter. 
Indeed, every woman whom I have seen who has un- 
derstood the bill is opposed to it. The hearings have 
been carried on as if the fact that a woman had borne 
a child, or, indeed, just happened to be a woman, en- 
titled her per se to medical knowledge on the subject 
of the proper care of childbirth. As well consider as 
experts on digestion every one who is in the habit of 
eating three meals a day. 

The bill will do good. Almost any bill bearing on 
this subject, administered in almost any way, is sure 
to do some good, because the conditions are now so 
very bad that almost any plan can hardly fail to im- 

.prove them. But must we stop at an inferior thing? 
Must we save a small percentage only of the women 
and babies who might be saved at the expense of the 
far greater number whom this bill will force to wait, 
probably for many years, to get the help they need— 
because a bill that will improve matters at all will 
make it difficult to pass any better one within any rea- 
sonable time. In order to do the 100 per cent. of good 
which ought to be accomplished, not only to save the 
lives of these women and children but, what is far 
more important, to make them healthy, vigorous mem- 
bers of the community, the very best medical knowl- 
edge is required; and if the Public Health Service 
has not at present the right type of man to administer 
this bill, he should be found and under that service it 
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should be administered, not under a lay official head 
of a bureau in the Department of Labor. 
Mrs. Witt1am Lowett Putnam, Roston. 





MECHANOTHERAPY BILL DEFEATED 


ILLINOIS STATE MEDICAL SOCIETY 


Springfield, Ill, May 19, 1921. 
To All Councillors : 

We have decisively defeated the Mechanotherapy bill 
in the Senate, known as S. B. 277—the vote stood ten 
in favor of the bill and nineteen against it, and the 
following are the Senators, their politics, their resi- 
dence, and the way they voted: 

FOR 

Austin, Republican, Oak Park, II! 

Bailey, Republican, Danville, Ill. 

Barbour, Republican, Chicago, Ill. 

Cornwell, Republican, Chicago, II. 

Dailey, Republican, Peoria, Ill. 

Dunlap, Republican, Savoy, Ill. 

Kessinger, Republican, Aurora, Ill. 

MacMurray, Republican, Chicago, III. 

Pervier, Republican, Sheffield, Ill. 

Turnbaugh, Republican, Mt. Carroll, Ill. 

AGAINST 

Bochm, Democrat, Chicago, III. 

Buck, Republican, Monmouth, II). 

Cuthbertson, Republican, Bunker Hill, I!! 

Forrester, Republican, Taylorville, Il. 

Glackin, Democrat, Chicago, II. 

Gray, Republican, Coatsburg, IIl. 

Herlihy, Democrat, Chicago, III. 

Hicks, Republican, Rockford, III. 

Meents, Republican, Ashkum, III. 

Mills, Republican, Virginia, Ill. 

Roos, Republican, Forest Park, Ill. 

Sadler, Republican, Chicago, III. 

N. E. Smith, Republican, Albion, Ill. 

O. W. Smith, Republican, Decatur, Il! 

Telford, Republican, Salem, III. 

Wright, Republican, DeKalb, Il. 

Wood, Republican, Keens, II. 

Wheeler, Republican, Springfield, 11). 


Now, Doctor, it is imperative, especially to immedi- 
ately get word to your Senator your approval or dis- 
approval of his action. Get it to him by telephone, 
telegraph, mail, personal interview, or any other of 
the fifty-seven varieties. 

If there was ever a time that we can drive home a 
good point it is now. Let these men know that the 


physicians are awake politically. Get word to the 
livest men that are the closest to the Senators in your 
District, and to those that voted against the bill let 
them feel satisfied that we appreciated the stand which 
they took. I do not believe it would be good judg- 
ment to retaliate against the other men because some 
of them are really our friends, and no doubt, they 
were won over by the personality and the extremely 
high class campaign that Mr. Jewell put on for the 
last few weeks at Springfield, personally entertaining 
and spending a great deal of time with each Senator, 
and it would be good politics to write and tell any 
particular Senator who voted in favor of the bill that 
it is too bad that the Legislative Committee of the 
Illinois Medical Society had been so lax in their legis- 
lative work as not to inform them as to the danger of 
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this rather innocent looking measure, and that you 
believe those proponents of: the bill, as indicated by 
their vote, are men who believe in keeping the high 
standard of education relative to those who desire to 
treat human ailments. 

Let them know that it is not a fight of the Doctors, 
which is evidenced by the fact that we in no manner 
attempt to curtail or suggest any method of treatment 
for any practitioner, provided that he meets the re- 
quirements that are now set forth by the present law, 
which is considered a good one, and which #s being 
copied by other States. 

Whatever may be your mode of attack the one para- 
mount thing is to do it IMMEDIATELY and advise 
me as to what your action has been, and advise the 
Doctors to whom you send your message to get to me 
a letter indicating their interview with the respective 
Senators. 

The other vicious measures that are before the Leg- 
islature are bound to come up for a vote within the 
next week or ten days, and if we can save one or two 
of these votes by calling attention to the fact that we 
are watching the Legislature, and this information 
must come from the individuals closest to the legisla- 
tors. Certainly no politician would be willing to over- 
look a political power of a well organized Medical 
Profession in every community as compared with the 
very few that champion the cause of these “back door 
routes” to the practice of medicine. 

Dr. J. R. NEAL, 
Chairman Legislative Committee. 





REPORT ON THE ILLINOIS SOCIAL 
HYGIENE LEAGUE 


Report oF A COMMITTEE APPOINTED IN ACCORDANCE 
WirtH A ResoL_uTion PAssEeD AT THE ANNUAL 
MEETING OF THE ILLINoIS STATE MEDICAL 
Society AT RocxForpD, May, 1920, To 
INVESTIGATE THE ILLINOIS So- 
crat Hyciene LEeaGue 


Committee: Henry F. Lewis, chairman; John R. 
Harger, Jacob C. Krafft. 

Your Committee, appointed by the President in ac- 
cordance with the foregoing resolution and instructed 
to investigate the Illinois Social Hygiene League, 
respectfully submits the following report: 

The Committee visited, on Feb. 2, 1921, the dis- 
pensary and headquarters of the League at 118 Grand 
Avenue, Chicago; talked with the Resident Assistant, 
Mr. Brennan; made searching inquiries which were 
courteously answered; received various pamphlets, 
etc., relating to the propaganda, purposes and methods 
of the League, and inspected the premises. 

From what we learned we believe that the League 
runs an efficient dispensary for diagnosis and treat- 
ment of venereal diseases and syphilis in men and 
women. 

Mr. Robert H. Gault, of the faculty of Northwestern 
University, is President of the League, Mr. Bernard 
C. Roloff is Executive Secretary and Superintendent, 
Dr. Budd C. Corbus is Chief of Staff. The other mem- 
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bers of the Staff were stated to the Committee to be: 
Doctors Vincent J. O’Connor (Dr. Corbus’ partner), 
Erwin P. Zeisler, Frederick Christopher, R. B. Cobb, 
H. B. Frost, J. B. Sonnenschein, M. S. Oliver, J. P. 
O’Neill, Gail Chandler, Matilda Lichner, Pauline 
Kapsa, Pearlie M. Stetler and Clara G. Gottshalk. 

We were told persons receiving over $30 per week 
if single and $40 if married, are not treated but are 
referred to the above staff members and to selected 
members of the Chicago Urological Society, in rota- 
tion, at their offices. Three or four names from the 
above list are given to such persons applying at the 
dispensary. Drs. Corbus and Zeisler would not re- 
ceive anybody from the clinic. Dr. Stetler operated 
upon women sent from the dispensary to the Mary 
Thompson Hospital. 

The League advertised, for a long time, each Satur- 
day in the Chicago Evening Post, in the “Charity Sec- 
tion,” along with the Presbyterian Hospital, the Fresh 
Air Tuberculosis Hospital and other charitable insti- 
tutions. . 

The resources of the League were said to be: 

The IIlinois State Board and the U. S. P. H. S. send 
some salvarsan; the League uses the lIatter’s report 
blanks and the posters of the Chicago Health Depart- 
ment, the latter in lavatories, etc.; contributions are 
solicited from the wealthy. Nobody is turned away 
for lack of money but all are expected to pay one 
dollar per treatment. 

Investigations of patients are made by the 
League’s own Social Service; cases are reported to 
the City Health Department by case number, and by 
name and address when they fail to return for treat- 
ment within the specified time, many give fictitious 
addresses. 

Educationally : 

Lectures are given to patients by the staff; pamph- 
lets, etc., from the Chicago Health Department, Illinois 
State Health Department and the U. S. P. H. S. are 
given out. 

The dispensary is listed in the bulletins of the City 
Health Department which are posted in comfort sta- 
tions, etc. There is no medical teaching. 

The Dispensary building has three stories, is old, 
but in good repair and is kept clean inside and out. 
A cash register is a prominent fixture in the office. 

The object of the League, as stated in its letter- , 
heads, etc.: 

“To defend the community by Educational, Social. 
Medical and Legislative means against the menace of 
venereal diseases. The League is affiliated with the 
American Social Hygiene Association and approved by 
Departments of Public Health.” 

A list of names of the Directors (printed on the 
letter heads) contains those of the following Doctors. 

William L. Baum, B. C. Corbus, Gustav Kolischer, 
William Hessert, and Rachelle S. Yarros. 

The League also contains a venereal clinic at the 
House of Correction, under charge of Dr. Ben Reit- 
man, who is paid by the League. U.S. P. H. S. report 
blanks are used here. 
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On invitation of the Committee, Dr. Corbus and Mr. 
Roloff met us at the rooms of the Chicago Medical 
Society, Feb. 8, 1921. 

These gentlemen were questioned as to the aims and 
activities of the League. They both defended it, stat- 
ing that they had for some time expected an investi- 
gation of the League by the Chicago or the Illinois 
State Medical Society. On being asked why the 
League was considered necessary when there were so 
many other dispensaries and hospitals, teaching and 
otherwise, in Chicago, Dr. Corbus said that it was 
notorious that all venereal clinics in medical schools 
and hospitals in Chicago were inefficient. Asked why 
the clinicians at the League were efficient, he replied, 
“Because we pay them.” 

He also said that he personally had never treated 
privately any patients referred to him from the dis- 
pensary; that he had no need for such financial aid 
and that, if he was expelled from the Illinois State 
Medical Society and the Chicago Medical Society, “he 
could still live at ease for the rest of his life, even 
if he ceased practice altogether.” 

Asked whether he did not think that such a dis- 
pensary should rather be run by a college so that 
medical instruction would result from its activities, 
he replied that he had “tried to give it to the Uni- 
versity of Illinois” but that “he wanted to be the head 
of it,” and the University had declined it. 

Mr. Roloff, asked about the “Brisbanesque ads” in 
the Post, said that he had written them himself, not 
to attract patients but to secure contributions from the 
wealthy. 


The Committee was given a pamphlet: 


“Survey of the Hospitals and Dispensaries of Chi- 
cago, with Reference to the Facilities for the Diagnosis 


and Treatment of Venereal Diseases.” (Bulletin No. 
1). (Exhibit F). Both Dr. Corbus and Mr. Roloff 
said that this survey by Dr. Lincoln was the basis of 
the establishment of the League. 

One of the members of the Committee met in con- 
ference, at their initiative, Drs. Lichner and Kapsa, 
on Feb. 21, 1921. 

These ladies said that they had been dismissed 
from the staff of the League Dispensary by Dr. Cor- 
bus because, as he stated, the League was being in- 
vestigated by the Illinois State Medical Society’s 
Committee. 

They stated that, previous to the last annual meeting 
of the State Society at Rockford, May, 1920, the 
League had been treating anybody who applied, but 
that, since then, the wage limit had been instituted. 
They said that Mr. Roloff received a salary of $5,000 
per annum; that Dr. Stone and Mr. Roloff give lectures 
and a preliminary talk for the purpose of advertising 
the League to different corporations at their plants, 
and that many of these corporations are contributors 
to the expenses of the League; also that each dis- 
pensary clinician is paid five dollars for each clinical 
period. 

As a result of its investigations the Committee con- 
cludes : 
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The League runs an efficient dispensary; its staff 
is in the main competent, although the Committee does 
not think that members of other dispensary staffs in 
Chicago are any less competent and efficient because of 
not receiving five dollars for each three hour period of 
attendance. 

The Committee also concludes: that there is no more 
crying need in Chicago for the League’s dispensary 
than for most of the others in the city; that dispen- 
saries which furnish free or cost price treatment and 
service to the poor should give a return to the pro- 
fession and the community in the shape of clinical 
instruction to medical students, both graduate and under- 
graduate; that such dispensaries which are not under 
the control of recognized institutions for medical edu- 
cation, should only exist under the control or super- 
vision of the organized profession, as represented by 
the local medical society, which might delegate to its 
affiliated special societies such control or supervision 
of special dispensaries; that this dispensary of the 
League and all independent dispensaries tend to pau- 
perize the laity and the profession, and are steps to- 
ward Health Centers and toward State Medicine. 

While believing that a proper and dignified propa- 
ganda whose object is to bring to the people knowl- 
edge of the danger of certain diseases and conditions 
and of places where the people can go to get relief is 
justifiable under proper safeguards, the members of 
the Committee believe this propaganda lies entirely 
within the domain of the Health Departments, in co- 
operation with the organized profession, or of the or- 
ganized profession alone. 


Your Committee recommends: 

That the Illinois State Medical Society condemn the 
whole scheme of the Illinois Social Hygiene League, 
as at present constituted and administered. 

The Council is referred to the following Exhibits, 
herewith presented: 

Exhibit A: Treatment and history sheet of dis- 
pensary ; 

Exhibit B: Letterhead of the League; 

Exhibits C and D: Advertisements in the Chicago 
Evening Post; 

Exhibit E: Names and addresses of physicians 
“skilled in the treatment of Venereal Disease” ; 

Exhibit F: Pamphlet by Dr. Mary C. Lincoln; 

Exhibit G: Folder given out as propaganda to 
public. 

Respectfully submitted ; 
Henry F. Lewis, 
Joun R. Harcer, 
Jacos C, Krarrt, 
Committee. 
Henry F. Lewis, 
Chairman. 


The above report was accepted by the Council of 
the Illinois State Medical Society and ordered pub- 
lished in the June issue of the JourRNAL. 
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Public Health 


ILLINOIS BIRTH RATE COMPARES FAVOR 
ABLY WITH THAT FOR U. S. 


The Fifth annual report of the Federal Bureau of 
the Census for birth statistics gives a birth rate of 
22.3 per 1,000 of population for the United States 
Birth Registration Area. This figure is about two 
points lower than that for the Area in 1918, and in- 
dicates that birth registration in Illinois is more 
nearly complete than has been generally believed. 
Birth statistics on file in the offices of the State De- 
partment of Public Health show that Illinois had a 
birth rate of 18.4 per 1,000 population in 1920. The 
discrepancy of about four points between the State 
and Federal figures probably represents fairly well 
the degree of efficiency in birth reports for Illinois. 





NEW SUPPLY OF DIET LISTS FOR INFANTS 
AND CHILDREN 


The third edition of “Diet Lists for Infants and 
Children,” a bulletin prepared by the State Depart- 
ment of Public Health has just come from the press. 
With the slight additions made the bulletin now rep- 
resents the most complete circular of its kind ever 
issued by the Department. 

The wide-spread popularity of the pamphlet is at- 
tributed to the fact that it contains detailed diet 
lists for the several age groups of children up to six 
years of age and tells how to prepare the foods. In 
addition there is a table showing the weights and 
heights of normal boys and girls up to six years of 
age. Physicians and nurses may obtain the bulletin in 
reasonable numbers, without cost, upon application to 
the State Department of Public Health. 





RESULTS WITH ORGANOTHERAPY. 


Strong, in his valuable article in the Practical Medi- 
cine and Surgery, December, 1920, gives his conclu- 
sions as follows: 

1. Organotherapy is a rational treatment. 

2. That a thorough physical examination is neces- 
sary before using them. 

3. That their indiscriminate use be avoided, espe- 
cially in maximum doses, because of untoward results. 

4. That patients so treated should be frequently 
seen. 

5. That we should understand their specific actions 
as well, if not better, than so-called galenic remedies. 

6. Whereas all the glands have a hormonic action 
as a whole, the removal of one will break the con- 
tinuity of their action, therefore, we should be as sure 
as possible before removing any one of them that its 
function is so impaired that if it remained it would 
be a menace to the health (this, by the way, is the 
real rub) and this is the problem of the surgeon. It 
is no longer a question with a competent surgeon as to 
how to operate, but what to do and especially what 
not to do. 
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THE ACTION OF PROSTATE EXTRACTS ON 
EXCISED GENITO-URINARY ORGANS. 


It is well known that disturbances of the bladder 
function are frequently associated with hypertrophy 
and other diseases of the prostate gland. It is, there- 
fore, interesting to inquire into whether there is any 
relationship between the prostate gland, on the one 
hand, and the tonicity as well as contractility of the 
bladder, on the other. The literature on the subject 
is very meagre. 

The method was to suspend the fresh organ in 
Locke’s solution in the regular kymograph technique 
and add the extracts of fresh prostate gland.—D. I. 
Macht and S. Matsumoto (Pharmacological Lab.. 
Johns ‘Hopkins University. The Journal of Urology, 
June, 1920.) 





THE LAY CONCEPTION OF MODERN 
MEDICINE 


An old lady—so runs the tale—was resenting the 
advice of a young physician on the care and rearing 
of children. “No sprig of a doctor just out of school 
can tell me anything about children,” she averred. 
“I know all about ’em. I’ve had nine, and buried 
seven of ’em. 





Society Proceedings 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Regular Meeting, May 4, 1921 


1. The Early Diagnosis of Carcinoma of the Upper 
Colon, Milton M. Portis and Sidney A. Portis. 

2. Lessons in the Management of Diphtheria. 
Especially as Suggested by the Study of a Series of 
147 Fatal Cases, George H. Weaver. 

3. Cleft Palate and Harelip, The Surgical Treatment 
of, Wm. H. G. Logan. 


Regular Meeting, May 11, 1921 


1. General Anesthesia—Isabella Herb. 

2. Latest Achievements of the Art of Local Re- 
gional and Spinal Anesthesia—G. L. Labat, Paris, 
France. 

Discussion—M. L, Harris. 


Regular Meeting, May 25, 1921 


1. The Removal of Embedded Needles Under Fluo 
roscopic Control—R. B. Bettman. 

Asstract—An operating fluoroscope to be used in 
broad daylight as an aid in the removal of foreign 
bodies. Technique of operating with intermittent screen 
control. Advantages of screen control. 

2. The Differential Leukocyte Count in Diagnosis— 
C. H. Bunting, University of Wisconsin, Madison, Wis. 

3. Personality and Mental Factors in Relation to 
Criminology—Herman M. Adler. 
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EFFINGHAM COUNTY 


Meeting of the Effingham County Medical Society, 
January 11, 1921, at the city hall in Effingham, at 
1:30 p. m., Doctor E. A. Bing presiding. Minutes of 
previous meeting read and approved. 

The secretary then passed some advertisements of 
the Samuel Insul et al. institute for the treatment of 
venereal diseases, in Chicago; these advertisements 
have been appearing in the Chicago Tribune and are 
evidently worded in such way as to give the impres- 
sion that this treatment is largely a matter of charity 
when the reported facts indicate that a group of lay- 
men have established the institute as a matter of 
profit and which deserves the condemnation of the 
entire profession. 

The secretary then read a letter from Dr. J. C. 
Kraft, secretary of the Public Relations Committee 
of the Chicago Medical Society and asked the advice 
of this society as to what answer should be made to 
question No. 10; “Are you in favor of establishing 
Public Health Centers?” On motion of Dr. J. G. 
Allan, seconded by Dr. Doty, the society voted to 
table this communication. 

The regular program was then taken up; a three 
reel moving picture demonstration on the Diagnosis 
and Treatment of Syphilis was presented by Dr. E. C. 
White of and for the State Department of Health; 
these films were very interesting and instructive and 
the society’s thanks were extended to Dr. White for 
their presentation. 

W. E. Lawrence, roentgenologist, then reported a 
case of congenital pyloric stenosis in a child three 
months of age; the child weighed 9 pounds at birth 
and first showed symptoms when one week old; it 
began vomiting part of its feedings which became 
progressively worse until within the last two weeks 
it seems almost all of its food has been vomited and 
its weight was six pounds a few days ago when com- 
ing under observation. Physical examination showed 
typical findings except that no pyloric tumor could be 
felt. Fluoroscopic study with barium showed that 
less than 50 per cent of the feeding had passed the 
pylorus in four hours and it also showed the dilation 
of the stomach accompanying the obstruction. Op- 
eration was advised as with a small percentage of 
the feeding having passed the pylorus in four hours, 
medical treatment should no longer be continued. 
However, following this barium meal the baby re- 
tained its feedings for the next two or three days 
much better than before and had gained one pound 
in weight and operation was refused by the parents. 
The second child of this family now eighteen months 
old began vomiting much of its food at three months 
of age when it weighed fifteen pounds; its weight 
never dropped below this point but remained the same 
until the child was seven months old when the symp- 
toms rapidly disappeared and it is now a very robust 
child. The mother believed this improvement due to 
feeding solid foods. The parents and the first child 
are healthy and there are no indications of lues 
though with operation being refused mercurial in- 
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unctions are being tried for their effect, though it is 
not expected that the case now under observation can 
be so fortunate as to recover without operation. 
Strauss of Chicago considers these cases surgical 
when less than eighty per cent. of the barium feeding 
passes the pylorus in four hours. 

Dr. F. Buckmaster then reported a case of epidemic 
encephalitis together with its discussion and differential 
diagnosis as follows: R. S., 17 years old, male, white. 
Nothing of importance in family or personal history, 
except that he has been subject to tonsillitis and throat 
disturbances from time to time but never had epi- 
demic influenza. 

Present trouble: About December 19, 1920, the 
patient developed a little sore throat and a feeling as 
of a “cold in the head.” He felt quite weak, became 
quite nervous and was restless at night; about the 
21st he first had diplopia which was well marked 
until he became bedfast on the 24th when he slept 
so profoundly for the next three or four days and 
nights that he was aroused with great difficulty. 
Headache was a prominent symptom during the pro- 
dromal stage of four or five days and fever developed 
during this time which reached 102.5 a few days after 
becoming bedfast but from that time on he had prac- 
tically no fever. He had had muttering delirium one 
or two nights and suffered intense constipation 
though there had been no vomiting, urinary dis- 
turbances or mental disturbances, other than the de- 
lirium at night. 

On January 1, 1921, he was moved from his home 
at Villa Grove, Ill., to St. Anthony’s hospital in Effing- 
ham. For the two or three days before entering the 
hospital he had slept practically all of the time but 
less profoundly than before. When first examined at 
the hospital he was soundly asleep but was aroused 
and in a droll, expressionless, sleepy way gave some 
of his own personal history and said he had last 
remembered having had diplopia when he went to 
bed on December 24 but said that his vision was still 
blurred, and said that he still had severe headache 
and was weak. 

Physical examination: A well developed muscular 
boy with a heavy head of hair, low forehead, rather 
large head and with some other stigmata of degenera- 
tion plainly evident. On being aroused he appeared 
intensely drowsy, with well marked ptosis of both 
upper eyelids, dilated but equal pupils which dilated 
further on exposure to light; he presented a very 
characteristic expressionless or mask-like face. He 
never talked except when questioned and quickly fell 
into a rather normal type of deep sleep when un- 
disturbed. 

Examination of the head showed no pain on per- 
cussion, no tender points, nose, ears and mouth nega- 
tive but the throat was very red and the tonsils very 
large, red and full of deep crypts. There was no evi- 
dence of involvement of the cranial nerves at this time 
except the third pair. The neck shows considerable 
muscle rigidity and there are several quite large lymph 
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glands in the upper neck on each side. 
not enlarged. 

The chest, heart, lungs, abdomen, and genitals were 
negative and the blood pressure was normal. The 
extremities were negative except that the patellar and 
plantar reflexes were excited and there was moderate 
ankle clonus on both sides. There was no Babinski, 
Oppenheim or Gordon reflexes but a limited Kernig 
was present but there was no tache cerebrale. There 
was moderate muscle rigidity along the spine also. 
Abdominal reflexes decreased. Muscle twitchings 
about the face and chest were observed when he was 
asleep; there was no special loss of muscle power in 
any part and no sensory disturbances were determined. 
There had been no neuritic pains and no intension 
tremors. There had been no delusions, hallucinations 
or other psychotic disturbances in his waking moments 
except depression and slow cerebration and there had 
been no epileptiform attacks. 

Laboratory examinations showed normal urine, a 
total white blood count of 12,000, and a red count of 
4 millions plus; polymorphonuclears 82 per cent. No 
growth from blood cultures; spinal puncture made on 
the day of entrance showed a slight increase of pres- 
sure and was two plus Wassermann positive, contained 
three cells to each cmm, was negative on culture and 
globulin negative but no Lange test was made 

Since entrance, January 1 to date, the 11th, the 
patient’s headache had cleared up, his fever 100 on 
entrance disappeared and he has since had an afebrile 


The thyroid is 


course, he has slept less profoundly, he became easier 
to arouse, his mask-like expression and ptosis have 
improved very much but his reflexes remain the same 
except that on the 7th day after entrance he again 
lapsed into a deep sleep for two days and nights with 
return of the ptosis and mask expression; he then 


improved again as before. During the eleven days 
now in the hospital he has had two or three restless 
nights. 

This case history conforms almost typically to the 
usual routine as observed in acute epidemic encephal- 
itis; this disease in its present spread was observed 
and reported from Austria in 1917; from France and 
England in 1918, and first appeared in this country in 
1919 continuing in a scattered sporadic way to date, 
recently becoming more plentiful again. To our physi- 
cians at this time in a practical way, it is really a 
new disease and the average physician’s library prob- 
ably contains no text-book description of it but a 
great many very able journal articles describing its 
various phases have appeared in the last two years 
to which reference should be had, as the family 
physician should be able to recognize these cases. 

Briefly the clinical histories of these cases may be 
summed up as follows: Prodromal symptoms such as 
sore throat, fatigue, nervousness, restless nights, 
moderate fever, etc., occur in a great many cases and 
diplopia is almost a regular symptom preceding the 
lethargic stage but is usually of short duration; fever 
will usually reach, 102 or 103 but usually declines to 
rather normal limits at the end of a week or ten 
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days as it did in this case. Another very nearly 
regular symptom is the lethargy, the sleep being more 
or less profound but strange to say largely of a normal 
type; the patient may be aroused easily or with diffi- 
culty for medicine and food, or he may deepen into 
coma which together with high fever is unfavorable. 

Another very typical symptom is the mask or ex- 
pressionless face appearance when aroused; the upper 
lids droop from third nerve involvement and the “Light 
of intelligence” seems entirely banished from the ex- 
pression; thus they seem to sleep rather normally but 
appear the reverse on being aroused. 

As meningeal symptoms, headache is quite regular, 
usually severe and beginning early but usually ceases 
rather early in the disease; also stiffness of the muscles 
of the neck and back regions, and perhaps of the limbs, 
a slight Kernig and occasionally tache cerebrale. 

Cranial nerve involvement is regular, most fre- 
quently observed as lid ptosis and diplopia, pupil 
dilitation, etc., from involvement of the third, fourth 
and sixth nerves; diplopia is often the first typical 
symptom but the lid ptosis is the most constant of 
the cranial nerve symptoms, improving only when 
general improvement sets in. Involvement of the mes- 
encephalic root of the 5th nerve often occurs causing 
neuralgic pains in the face; irritation of the motor 
root of the 5th causing masseter stiffness, etc., is not 
common. The 7th nerve is involved at times as | 
observed recently but the paralysis will be limited to 
the lower areas of distribution. Involvement of the 
9th causes weakness or paralysis of the throat muscles 
and of the 10th is thought to cause tachycardia; the 
11th may be involved affecting the sterno-mastoid and 
trapezius muscles; in fact the nerves of special sense 
are the only ones not involved or rarely so. 

Motor tract and cord symptoms are shown as dis- 
turbed deep reflexes which is common, together with 
ankle clonus, Oppenheim, Gordon and rarely Babinski 
and sphincter loss. Polyneuritic symptoms consist of 
pain in the extremities, paresthesias and numbness, 
sensory losses, etc. 

Cerebellar symptoms consist of catalepsy, vertigo, 
nystagmus, ataxia, etc., and cerebral and iter symp- 
toms consist of insomnia, delirium, lethargy, coma, 
Jacksonian or other epileptiform seizures, motor 
aphasia, and the psychotic symptoms are delusions, 
hallucinations, depressions, active delirium, maniacal, 
etc., and polypnea may occur as a distressing medullary 
symptom. 

Such then in general is the most usual symptom- 
atology of these cases which points to an involvement 
of the basal ganglia and brain stem; this area is found 
congested, petechial hemorrhages, edema, inflammatory 
softening, with infiltration and exudation and the dis- 
ease is likely to last for weeks and as sequelae, nys- 
tagmus, lid ptosis and other muscle weaknesses or 
paralyses and psychatic disturbances have been known 
to follow apparent recovery otherwise. 

Laboratory examinations usually show no important 
findings, the spinal fluid being negative except that 
about 50 per cent. of the cases are said to show the 
presence of globulin but the cell counts seldom ex- 
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ceed 8 or 10. The white blood count is usually about 
10,000 or 12,000. 

This disease then must be differentiated from a few 
other conditions, particularly from other forms of 
encephalitis; (a) polio-encephalitis may occur as the 
superior (ophthalmoplegic) type, or inferior (bulbar) 
type, the muscles of the indicated regions being in- 
volved in either instance, and if skeletal paralyses 
occur from involvement of the motor tracts, it will 
be of the uper neurone (spastic, or infantile cerebral) 
type. These cases though are usually met with only as 
a variant of the polio-myelitic group when the latter 
is more or less epidemic, producing the usual lower 
neurone (flaccid) type of infantile paralysis and do 
not pursue the usually long drawn out lethargic course 
of the epidemic type. (b) Diffuse syphilis of the brain 
is largely an involvement of the meninges involving 
the cranial nerves directly or usually by exudate and 
involving the vessels of the brain itself primarily, and 
secondarily the brain structure by infiltration, exudate 
and ischemic softening, producing headache which 
becomes progressively severe and continuous, insomnia 
and restlessness, and finally various cranial nerve in- 
volvements. occur but none with the regularity observed 
in epidemic encaphalitis; monoplegias or more ex- 
tensive paralyses of the limbs may occur, together 
with emotional disturbances, loss of memory or other 
more important mental symptoms to the extent of 
well marked insanities, and vision is very likely to be 
badly disturbed and these cases do not present the 
typical lethargic state observed above. These cases 
pursue usually rather a lengthy course frequently re- 
quiring a few weeks to several months before becom- 
ing incapacitated and the spinal fluid will usually 
show an increased cell count as well as a positive 
Wassermann. Our case here showed a positive 
Wassermann spinal fluid, but his present illness can- 
not be regarded as a syphilitic syndrome. Gummata 
produce more particularly brain tumor symptoms 
according to the area involved, each of which must 
be considered individually. 

The meningitides are to be differentiated from 
encephalitis which is not truly a meningitis and except 
for the headache does not produce marked menin- 
gitis symptoms. (a) Serous meningitis is associated 
with headache, spinal fluid under increased pressure, 
frequently loss of vision even to the point of blind- 
ness and is slow in its course. (b) Epidemic menin- 
gitis is usually acute, producing definite and well 
marked meningitis symptoms, the spinal fluid showing 
the meningococcus, increased cell count to the point 
of being cloudy and usually runs a brief severe course 
but there are atypical cases which pursue an indif- 
ferent course. Cranial nerve involvement is not 
regular, but real coma is frequent being relieved more 
likely by withdrawal of spinal fluid if under high 
pressure. (c) Tuberculous meningitis usually occurs in 
children or young adults as a secondary involvement 
with the irritative stage showing headache, restless- 
ness, possibly vomiting or convulsions, some fever, 
etc., which gradually passes over into the paralytic 
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stage with coma, together with restlessness, grimaces, 
etc., cranial. nerve involvement, especially the eye 
muscles, the case progressing to death in nearly all 
instances within ten days or two weeks. The spinal 
fluid may be negative early but later usually shows 
increased cell count and often, tubercle bacilli. (d) 
Suppurative meningitis is usually secondary to ear, 
sinus or local scalp or skull suppurations but may be 
metastatic in the true sense of the word; the headache 
is very severe, and continuous, leading to coma and 
death as a rule unless it can be relieved surgically. 
This and other forms of meningitis will betray them- 
selves by spinal fluid examination and by their as- 
sociation with infectious diseases and by their course, 
as distinguished from epidemic encephalitis. Dis- 


turbed reflexes serve to exclude the hysterical neuroses. 





MACOUPIN COUNTY 
March Meeting 


The Macoupin County Medical Society met in regu- 
lar session in the New Commercial Club rooms and 
was called to order by President L. D. Rockefeller of 
Bunker Hill. 

Sixteen members and visitors were present. 

Dr. H. P. Beirne of Quincy, Councilor for the sixth 
District, gave a very interesting and instructive ad- 
dress on “The Physics and Uses of Radium.” A 
thorough discussion of this subject was taken up by 
the members present. 

The Censors reported Staunton as the place for the 
next regular meeting of the Society. 

The following officers for the coming year were 
elected: president, Dr. D. A. Morgan, Nilwood; vice- 
president, Dr. M. Herschleder, Mt. Olive; secretary- 
treasurer, Dr. T. D. Doan, Scottville; delegate, Dr. T. 
D. Doan, Scottville; alternate delegate, Dr. G. E. Hill, 
Girard; medico legal advisor, Dr. J. P. Denby, Car- 
linville. 

Moved and seconded that we thank Dr. H. P. Beirne 
of Quincy, for this interesting, instructive address on 
“The Physics and Uses of Radium,” the physicians 
of Virden for their royal welcome and all others who 
have helped to make this meeting a success. Carried 
unanimously. 

On motion the Society adjourned to meet at Staun- 
ton in May. 





MADISON COUNTY 
Our April Meeting 


The Madison County Medical Society met in Alton, 
on April 1, 1921, with President Dr. E. F. Wahl, in 
the chair. 

Forty-one members and five visitors were present. 

Dr. L. G. Burroughs moved, seconded by Dr. Fred 
Wade Jones, that the chair appoint a committee of 
three to go to Springfield when called upon, to repre- 
sent us in behalf of medical legislation and that the 
expense of such committee be paid by our society. 
Carried. 

The Community Nurse read her report for March, 
which was ordered placed on file. 
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The committee appointed to investigate Dr. M. W. 
Harrison and the Harrison Colony brought in a report 
which was adopted and the whole matter referred to 
the Board of Censors. 

The secretary reported having received a check for 
$100 from the Madison County Chapter of the Red 
Cross, to be used for the local work of tuberculosis. 

Dr. Bransford Lewis, of St. Louis, was then intro- 
duced and gave a most instructive address on “Some 
of the Essentials of Prostatic Obstruction.” This lec- 
ture was illustrated with a profusion of stereopticon 
slides and was one of the very best ever presented to 
this body. A rising vote of thanks was tendered to 
the distinguished visitor. 

On motion adjourned to meet in Edwardsville on the 
first Friday in May. 


PIKE COUNTY 

The Pike County Medical Society met in Pittsfield, 
April 28, 1921, with a good attendance. Dinner was 
served at 12:30 and the Society convened in the county 
court room at the courthouse. The Society, after read- 
ing and approving the minutes of the last convention, 
went on record as endorsing the efforts of Dr. John R. 
Neal in his efforts to keep high the standards of medi- 
cal education and approving his methods of legislative 
activity. House bill No. 373 was unanimously opposed. 
Election of officers for 1921-22 resulted as follows: 
president, Dr. R. J. McConnell, Baylis; vice-president, 
Dr. W. F. Reynolds, Hull; secretary-treasurer, Dr. W. 
EE. Shastid, Pittsfield; delegate to State society, Dr. 
S. B. Peacock, Pittsfield; alternate, Dr. T. D. Kaylor, 
Barry. 

Dr. Chiasson of Rockport read a fine and suggestive 
paper on the subject of “Hospitalization for Pike 
County.” This received a very thorough and exhaus- 
tive discussion from most of the members and one 
that will be heard from later. 

A paper on “What We Know and What We do not 
Know About Pernicious Anemia,” was then read. Dr. 
C. E. Beavers of Barry presenting the clinical side with 
scientific zeal and accuracy, as did also Dr. W. W. 
Kuntz of Barry for the laboratory side. 

Dr. E. H. Bounds of the Marion County, (Mo.) 
Medical Society was a visitor and presented X-ray 
pictures, as well as ordinary photographic pictures of 
a monstrosity, which was delivered by him by Cesar- 
ean section with the mother living. 

No one in the society had ever seen anything like 
this and even in medical literature but few such have 
been reported. 

On motion and invitation of Dr. Kaylov, Barry was 
selected as the next place of meeting. 

W. E. Suastip, Secretary. 





RANDOLPH COUNTY 
Society met on lawn of Baptist church, Baldwin, 
May 18, 1921, with twelve members present and several 
visitors. 





June, 1921 


The ladies prepared and served a very excellent bas- 
ket lunch under the shade of maple trees, which was 
much enjoyed. 

A business meeting was held after lunch. Report of 
fee bill committee was quite thoroughly discussed and 
accepted. Each member present is to sign the adopted 
fee bill and have secretary send same to all members 
not present for their signatures, and when all had 
signed, to have 100 copies with signatures printed and 
copies sent each member to be placed in his office as a 
guide for himself and patients. 

Annual election of officers resulted as follows: 
President J. W. Robertson; vice-president, Lloyd; sec- 
retary and treasurer, L. J. Smith; censors, same as last 
year, Stanley, Hoffman and Hendrickson. Dr. Wilson 
made a short talk regarding his boyhood days in Ran- 
dolph county and his enjoyment in being in company 
with his friends on this beautiful day. 

Expressions of thanks were tendered the ladies, and 
Drs. Lloyd and Ries for their excellent treatment. 
Also appreciated remarks were said of the secretary- 
treasurer for his past work, for which he is humbly 
grateful. 

It was decided to hold next meeting at historic Ft. 
Chartres, ir June, after which society adjourned. 

J. W. Robertson, President. 
L. J. Smith, Secretary-Treasurer. 





Personals 


Dr. Alfred Murray of Chicago has been ap- 
peinted Rhinologist and Laryngologist to Augus- 
tana Hospital. 

Dr. Walter B. Metcalf of Chicago discussed the 
importance of and best methods of making an 
early diagnosis of tuberculosis disease before the 
Physicians’ Club of Elgin at the State Hospital, 
May 9. 

Dr. Louis J. Smith, Perey, secretary of Ran- 
dolph County Society, will read a paper on “Con- 
tusions, Abrasions and Lacerations—Their Treat- 
ment,” at the meeting of the Association of Sur- 
geons of Southern Railway, at Mobile, Ala.. Mav 
24-26. 





News Notes 


—The contract has been awarded for the con- 
struction of a $175,000 hospital at Duquoin. 


—Dr. Lillian Hobbs Seymour, who was sen- 
tenced to fourteen years in the penitentiary on a 
conviction of performing an operation whic!) 
caused the death of Elda Christopherson in 1916. 
and was sent to Joliet in May, 1920, it is re- 
ported has again been granted a retrial. 
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June, 1921 NEWS 


—At a recent meeting held in Clinton, the 
DeWitt County Medical Society went on record 
by adopting a resolution which declared that 
component society disapproved the writing of 
prescriptions for beer and wine under the new 
interpretation of the Volstead act. 

—The Knox County Medical Society, at its 
spring meeting in Galesburg, adopted resolutions 
condemning the writing of prescriptions for liq- 
uor. The fall meeting will be a tricounty affair 
at Galesburg with Henry, Warren and Knox 
counties represented. 

—aAt the annual meeting of the Chicago Laryn- 
gological and Otological Society, May 2, the 
following officers were elected: President, Dr. 
Robert Sonnenschein ; vice-president, Dr. Edwin 
McGinnis; secretary-treasurer, Dr. John A. Cav- 
anaugh; members of the council, Drs. Otto T. 
Freer and Albert H. Andrews. 

—Recent cases of ophthalmia neonatorum un- 
der the care of Chicago physicians, which have 
terminated in the loss of sight to the infants, 
have been called to the attention of the Illinois 
Society for the Prevention of Blindness. On in- 
vestigation it was learned that in at least six 
cases the physicians failed to observe the require- 
ments of the state law governing report of the 
physicians. The society therefore desires to call 
the attention of physicians to the Illinois law, in 
force since July 1, 1915, which requires a report 
within six hours of any inflammation in the eyes 
of an infant under two weeks, irrespective of the 
nature of the infection. 

—The Illinois Tuberculosis Sanatorium Pil- 
grimage, conducted under the auspices of the IIli- 
nois Tuberculosis Association during the week 
from May 9 to May 14, proved to be a remark- 
able success and will go far toward the elevation 
of the standards of the many county sanatoria 
now being established throughout the state. The 
itinerary covered the following institutions: 
Monday, the Springfield Open Air Colony and 
the Homestead of the Palmer Tuberculosis Sana- 
toria at Springfield and the St. John’s Sanato- 
rium at Riverton; Tuesday, the McLean County 
Sanatorium at Bloomington; Wednesday, the 
LaSalle County Tuberculosis Sanatorium, the 
Ottawa Tuberculosis Colony and the I}linois Val- 
ley Hospital at Ottawa; Thursday, the Peoria 
Municipal Sanatorium at Peoria and the Taze- 
well County Tuberculosis Sanatorium at Macki 
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naw; Friday, the McDonough County Sana- 
torium at Bushnell and the Adams County Sana- 
torium at Quincy and Saturday, the Morgan 
County Sanatorium at Jacksonville. 

—The State Medical Society of Wisconsin will 
celebrate its seventy-fifth birthday by holding a 
“Home-Coming” meeting in Milwaukee, Septem- 
ber 7, 8 and 9, 1921. All former Wisconsin men, 
whether they have practiced there or left Wis- 
consin to study medicine, practicing elsewhere 
after graduating, are invited to this home-com- 
ing. The officers of the society are anxious to se- 
cure at this time for mailing purposes the names 
of all former Wisconsin men. They will confer 
a favor by sending their names and addresses to 
Dr. Rock Sleyster, Secretary, Wauwatosa, Wis. 

—The July issue of the Medical Review of Re- 
views will contain a lengthy original contribu- 
tion by Mme. Curie entitled “The Radio Ele- 
ments and Their Applications.” It is, we be- 
lieve, the first and only contribution which this 
noted scientist has made to an American publica- 
tion and is extremely valuable. A copy of the 
July issue containing it will be sent gratis to 
any physician making the request. 

Address the Medical Review of Reviews, 51 
East 59th Street, New York. 

—The Military Surgeon’s Association of Illi- 
nois held its first annual meeting in Springfield, 
May 15, with election of the following officers: 
President, Col. Gustavus M. Blech, Chicago ; vice- 
president, Major William McIlwain Thompson, 
Chicago; secretary, Captain Alfred De Roulet, 
Chicago; treasurer, Major J. McKinley. The 
executive committee is General 8S. C. Stanton, 
Commander David S. Hillis, Dr. Maximilian 
Kern, and Major 8S. M. Edison. Colonel Blech 
delivered an address on “Urology in the Army.” 
Captain Aron described the functions of ambu- 
lance companies. Major Thompson gave an ac- 
count of surgical work as carried on at the front 
during the World War. The new association will 
meet annually at the time and place of the meet- 
ings of the Illinois State Medical Society. 

—Logan County Medical Society held a meet- 
ing in Lincoln, May 12, at which the following 
officers were elected: President, Dr. C. B. Cald- 
well; first vice-president, Dr. Forrest Van Hook 
of Mt. Pulaski; second vice-president, Dr. J. H. 
Butler of Lincoln; secretary-treasurer, Dr. E. C. 
Gaffney; delegates, Drs. F. M. Hagans and W. 
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W. Coleman. The society decided to close offices 
of the members every Thursday afternoon during 
June, July and August. Dr. E. C. Gaffney was 
reappointed city health officer by the mayor 
recently. 

—Dr. A. Scott was fined $25 and costs by 
Judge Lovett at Peoria for practicing medicine 
without a license last month. 

—Dr. 8. A. Warthin, professor of pathology in 
the University of Michigan, was the guest of 
honor at a banquet of Alumni of the university 
at the Leland hotel in Springfield, May 9. 

—Boy Scouts during the recent drive for funds 
were active in public health work in many cities. 
In Waukegan they made a sanitary survey and 
seventy notices were served on householders as a 
result of the Scouts’ reports. In Springfield they 
distributed circulars at the request of the health 
officials. In Chicago selected scouts occupied the 
official chairs of the mayor and other officials for 
one hour, hearing reports from their “subordi- 
nates” and issuing “orders.” 

—The U. S. Civil Service announces vacancies 
in the position of Roentgenologist of various 
grades. Applications can be made until August 
1. Applications are also being received for the 
position of Reconstruction Aide. 





Marriages 


JoHN FisHer Garner, JR., Palatine, Ill., to 
Miss Mildred Smith of Chicago, May 14. 

Witi1am N. Gooner to Miss Fae Eisenstein, 
both of Chicago, April 10. 


Deaths 


Arrrep N. Bog, Chicago; National Medical Uni- 
versity, Chicago, 1903; aged 61; a member of the IIli- 
nois State Medical Society; also a druggist; died at 
the Swedish Convenant Hospital, April 17, from py- 
onephrosis. 

Henry N. Drewry, Altamont, Ill.; Chicago Medical 
College, 1876; aged 73; died at the Alton (Ill.) State 
Hospital, April 10, from cerebral hemorrhage. 

Cornetius S. Exprince, Chicago; Homeopathic 
Medical College of the State of New York, 1868; aged 
79; a veteran of the Civil War; died, April 19. 

Mires Minor Grass, East St. Louis, Ill.; Rush 
Medical College, 1886; aged 60; also a druggist; died, 
March 29, from cerebral hemorrhage. 

Tuomas B. Goopman, Cobden, IIl.; University of 
Illinois, Chicago, 1884; died, May 1, from heart disease. 

Georce Upton McComas, New Canton, Ill. (license, 
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Illinois, 1888); a Fellow A. M. A.; aged 62; died, 
April 20. 

Epwin A. McCornack, Elgin, Ill.; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1881; a 
Fellow A. M. A.; College of Physicians and Surgeons, 
Chicago, 1889; aged 66; died, April 14, from heart 
disease. 

Joun McLean, Chicago; Rush Medical College, 
1863; aged 83; a member of the Illinois State Medi- 
cal Society ; surgeon and medical adviser for the Pull- 
man Car Company for forty years, and at one time 
local surgeon for the I!linois Central Railroad;.a 
veteran of the Civil War; died in St. Mary’s Hospital, 
Centralia, Ill., April 25. 

Martin Van Buren Montcomery, Opdyke, - Ill. 
(license, Illinois, 1878) ; aged 83; died, April 8. 

Newton B. Morse, Wyoming, Ill. (license, years of 
practice, Illinois, 1878); aged 83; a member of the 
Illinois State Medical Society; died, April 27, from 
cerebral hemorrhage. 

Niets Nicotar Joun Nietsen, Chicago; University 
of Illinois, Chicago, 1903; a Fellow A. M. A.; president 
Scandinavian-American Medical Society, 1918; a mem- 
ber of the staff of the Norwegian-American Hospital ; 
died, May 14, from arteriosclerosis, aged 43. 

Davis Scart Ray, Cuba, IIl.; College of Physicians 
and Surgeons, Keokuk, Iowa, 1892; a Fellow A. M. 
A.; aged 59; secretary of the Fulton County Medical 
Society, Fulton County Tuberculosis Association, and 
Fulton County Physicians’ Association; at one time 
coroner of Fulton County; died, April 16, from heart 
disease. 

StepHeN Tuomas Rostnson, Edwardsville, Ill; 
Vanderbilt University, Nashville, Tenn., 1881; a mem- 
ber of the Illinois State Medical Society; at one time 
president and vice president of the Madison County 
Medical Society; died, May 4, from diabetes, aged 63. 

Epwarp Constant SeuFert, Chicago; College of 
Physicians and Surgeons, Chicago, 1893; a Fellow A. 
M. A.; aged 57; professor of clinical medicine in the 
Chicago College of Medicine and Surgery; at one time 
physician at the American and Norwegian-American 
hospitals and pathologist to St. Mary’s of Nazareth 
Hospital; died, April 27, from carcinoma of the 
stomach. 

Avtpen E, Smita, Freeport, Ill.; Chicago Homeo- 
pathic Medical College, 1884; aged 60; a member of 
the Illinois State Medical Society; president of the 
Illinois Homeopathic Medical Association in 1908; a 
veteran of the Spanish-American War; died, May 3. 

Joun Francis Snyper, Virginia, Ill. (license, IIli- 
nois, years of practice, 1901) ; died, April 30, aged 91. 

Emza E. Warp, Sesser, Ill.; Missouri Medical Col- 
lege, St. Louis, 1890; died about April 30 aged 57. 

MacCrarey Weeks, Galesburg, Ill.; Northwestern 
University Medical School, Chicago, 1902; a Fellow A. 
M. A.; aged 49; at one time president of the Knox 
County Medical Society; died, suddenly, April 19. 

Georce Woonen, Crossville, Ill.; Kentucky School 
of Medicine, Louisville, 1889; aged 58; died in Okla- . 
homa, recently. 





















